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CHAPTER I 
INTRODUCTION 
Purpose 
Traditionally emotional problems and mental illnesses 
have been thought of in terms of the individual. When 
attention has been focussed on the families of mentally ill 
individuals, it has generally been to search the family 
environment for the determinants of the patient's illness. 
Recently there has been a growing awareness of the importance !I 
II of understanding the interaction of the psychiatric patient !I 
and his family for both diagnostic and treatment purposes, II 
and, as a result, a number of mental hospitals are attempting 11 
li to investigate relationship patterns in families with a 
mentally ill member and to involve these families in treat-
I 
II 
1
'1. 
the individual, as the unit or system in which illness occurs 
ment. Such programs are viewing the family, rather than 
and in which it must be treated. 
' 
Since the actions of any member of a family affect all I 
:I 
the other members, the patterns of family interaction will be li 
p 
affected if one member becomes mentally ill and is hospital- I 
I ized. In this sense, mental illness is not a one-person prob- i 
lam but a family problem. i In recognition of this, the Social I 
II 
II 
Work Department at the McLean Hospital devotes itself pri-
marily to working with the families of patients. The social 
worker participates in the admission process, beginning a 
1 
I 
' i I 
T I relationship ''=~~~~=.o·"==oc'~ with the family that may extend over the entire ii li 'I I: 
:[ ! 
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period of the patient's hospitalization. Relatives are li I' ,, 
usually in need of help with their anxiety and gull t, their II 
conscious or unconscious feelings a bout their contributions to !1. 
the patient's illness, and problems of adjustment in the 
family as a result of the patient's illness and hospitaliza-
tion. 
This paper presents a study of seventeen schizophrenic 
patients and their parental families. The study was 
oriented toward obtaining a clearer understanding of the 
:! 
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II 
I 
meaning of the patient's illness for the relatives, the na- ' 
ture of the family-patient interaction during the illness and 1'1 
hospitalization, and the problems in adjustment and inter- !I 
!' 
II 
.
1.11 In order to get some idea of how 
action that arose as a result of the patient's illness. In 
addition, while the focus of this study was not on casework 
practice per se, one section of the study was concerned with 
casework with the families. 
the needs of these families were met, the researcher invest!- 1
1
'1 
gated which familiy members were seen, the frequency and dura-,/ 
'·I 
tion of treatment, and the content of casework in relation to /i 
ll problems of individual adjustment and family interaction. 
By investigating the characteristics and needs of this 
client group, better services may be offered to them as a 
result of better understanding. Also, learning more about 
family interaction can be of help in the course of treat-
ment of the patient, as families can and often do stimulate 
jl 
II 
2 
disturbed behavior in their sick members or, on the other 
hand, may be a source of strength or help to the patient. 
Method 
The study group consisted of seventeen mentally ill 
patients and their parental families. All of the patients 
had some form of schizophrenia, the illness which is most 
prevalent in mental hospitals but about which much remains 
to be known. 
Only single schizophrenic patients were included in 
this study. It was felt that in the ease of married 
patients, the parents might tend to be less involved in the 
crisis situation and hence less amenable to investigation. 
Also, it would most likely be the spouse who would be seen 
in casework, and the content of casework would probably 
relate to aspects of the marriage relationship. 
Another criterion for the choice of eases was that the 
patient had to be under age thirty at the time of discharge. 
Because of this age limitation, and the fact that the 
hospital does not accept patients under age fourteen, only 
patients between fourteen and thirty at the time of dis-
charge were included in the study. It would seem that for 
adolescents and young adults, parental responses are more 
intense and the interactions between parent and child are 
less disguised than between adult patients and their 
families. It was thought that family patterns would there-
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fore stand out more clearly for patients in the younger age 
groups. 
Only patients who were admitted after January 1, 1957, 
were included in this study. It was not until this date that 
the Social Work program of participation in the admission 
process got fully underway. Prior to October, 1956, social 
I 
I 
II 
II 
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II 
workers did not see relatives as part of the admission process~~ 
and clients came to the Social Work Department only by re- II 
II 
/I 
,j 
ferral from the physicians. 
Only closed cases were used. McLean Hospital's basis 
for reporting is the fiscal year which runs from October 1 
to September 30 of the following year. Between October 1, 
1958, and September 30, 1959, eighty-four patients with a 
diagnosis of schizophrenia were discharged. After all 
patients over age thirty and the married patients under age 
thirty were excluded, a total of twenty-four cases remained. 
Of these, four were dropped from the study because they 
spent only a few days in the hospital. Since the "work-up" 
or evaluation period at the hospital extends for at least 
three weeks, little material was available on these cases. 
!I 
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In addition, three cases who had been re-admitted while II this !] 
l1 
study. 1 study was in progress were arbitrarily dropped from the 
I 
Cases meeting the above criteria were included in this 
study whether their families were actually seen in casework 
or not. The study group thus consisted of seventeen cases. 
II 5 
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In summary, the study group consisted of seventeen 
single schizophrenic patients and their parental families, 
whether the family members were seen in casework or not. 
These patients were admitted after January 1, 1957, and had 
spent a minimum of three weeks in the hospital. They were 
all under age thirty at the time of discharge and were dis-
I'' II 
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II 
charged between October 1, 1958, and September 30, 1959. I 
The sources of material for this study consisted of face Ill 
sheet information, psychiatric case histories, social work 
summaries, psychological testing reports, and nursing re-
ports. Also, it was necessary in some cases to interview the 
social workers who saw the families in order to clarify 
material in the records or to secure information when the 
worker's recording of his work with the family was not yet 
available. 
A schedule (see Appendix) was used to abstract the data 
from the records. In general, areas covered by the schedule 
included: social character:l,stics of the patient and his 
parental family (age, sex, education, etc.); patterns of 
interaction and role relationships in the family as revealed 
I• 
'I I' 
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in the chronic picture (before the patient 1 s most recent ! 
illness and hospitalization) and at the crisis situation I 
(the period in which the patient's symptoms became so I 
exacerbated that he was perceived as mentally ill and the 11· 
period during which he was hospitalized); clinical information I' 
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II 
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on the patient; and social work with the families in relation 11 
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to problems of individual adjustment and family interaction. 
Limitations 
The limitations imposed by this study are considerable. 
The data were obtained from case histories rather than from 
direct investigation and therefore represent a retrospective 
picture of the family relationships. In evaluating case 
records as a source of data, it must be remembered that the 
material that goes into them is collected for the purpose of 
diagnosis and treatment and not for research. This creates 
a problem for standardization of the data, in that one aspect 
of behavior may be discussed more fully in one case record 
than in another. Of course, it must be recognized that the 
type of information needed in this study is not always 
available even when the researcher sets out to obtain his 
material through direct interviewing, since informants vary 
in their willingness to impart information. 
Data for this study were drawn from the recordings of 
four different professional fields - psychiatry, social 
work, psychology, and·nursing. Undoubtedly, their different 
training and focus influenced the material they sought and 
the way they recorded it in the records. In addition, while 
in each field persons with the same amount of training and 
experience might tend to evaluate certain factors about the 
patient and the family the same, it must be remembered that 
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the McLean Hospital is a training center, and within each 
professional group there are people at various levels of 
professional development. The material available for this 
study actually varied from descriptive statements to 
psychiatric evaluations. Further, in a number of cases 
included in the study group the patient's relatives were not 
seen by social workers. The writer therefore had to depend 
entirely upon the psychiatrist's recordings for diagnostic 
information about these families at the crisis situation. 
The psychiatrists tended to be more "patient focussed" while 
the social workers were more "relative focussed~" and mate-
rial on these particular family members was not spelled out 
so clearly as it tended to be for families seen by social 
workers. 
The results of this study are also limited by the small 
number of cases included, and this should be taken into 
account in any attempt to generalize the study findings to 
other schizophrenic patients of this age group and their 
parental families. Most of the patients were of the upper 
middle and upper classes and were Protestant and Jewish, and 
hence in cultural and socio-economic aspects not representa-
tive of all mental hospital populations. 
Finally, further bias was introduced into this study by 
the subjectivity of the researcher who had to evaluate the 
importance of the material recorded in the case records and 
I 
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to make selections from it. It is questionable whether the 
I 
same criteria could have been applied in each case. In some I 
cases there was contradict6ry information, and selection from I 
this material had to be made in light of the general weight ,I 
of evidence. Also, interpretation of some of the material 11 
was necessary, since various aspects of personality and be-
havior were implied, but not directly stated. In short, 
both data collection and analysis were influenced by the 
researcher's level of training and experience. 
I 
II 
II 
ii 
Setting ~· 
The McLean Hospital is a non-profit, voluntary, non- il 
,, 
Founded II 
!I 
sectarian hospital located in Belmont, Massachusetts. 
::ll:::·.':.::h:,;'::::':f,:h:h:.:::::,::::::: ::::::: H::pi- I' 
can accommodate two hundred and sixty-six patients, both 
adults and adolescents, although patients under age fourteen 
I, 
II II !I 
are not usually accepted. 'I 
The hospital is a training center as well as a treatment !1 
and research center. It has a program for psychiatric resi-
II 
dents with rotation at the Massachusetts General Hospital and 11 
II I~ an informal affiliation with the Beth Israel Hospital. The 
hospital has a School of Nursing and also accepts student 
nurse affiliates from the Massachusetts General Hospital, the 
Children's Medical Center, and from the degree programs of 
the University of Massachusetts, Simmons College, and Had-
II 
8 
cliffe College. Students in their second year of social work 
training are accepted through the hospital's affiliation 
with the Boston University School of Social Work, the Boston 
College School of Social Work, and Simmons College School of 
Social Work. Other hospital programs include a Social 
Science Department, a Psychology Department, and a research 
program studying biological, chemical and psychological 
processes. 
Patients with psychoses, psychoneuroses, alcoholism, 
drug addiction, and character disorders are accepted in 
suitable instances. Their period of hospitalization may 
last from a few weeks to many years, depending upon such 
factors as the nature of the illness and the response to 
treatment. 
The treatment program includes all generally accepted 
methods, although emphasis falls upon psychoanalytically 
oriented psychotherapy and also upon the environmental 
I 
II 
I 
I 
I' 
I 
i 
I 
I 
! 
I 
I 
management of the patient. The occupational and recreational ! 
therapy facilities and a voluntary job program are part of 
the broader rehabilitation program. In addition to in-
patient ,services, there is an out-patient program which 
includes both a day care program and a night care plan. The 
entire treatment program is oriented to a high degree of 
individualization for each patient. 
The Social Work Department at the hospital was establis 
! 
I 
il ii 
:I 
II 
II I 
9 
I 
I 
.I 
I 
in 1956 and currently consists of eight psychiatric case I 
I workers, seven of them being full-time and one part-time, 
one social group worker, and four casework students com- II 
I 
I: 
I 
plating their field work requirements. In addition there is 
currently an opening for a research case worker. The social 
worker works with referring doctors, community agencies, and 
w1 th patients and their families in the pre-admission process ~~~ 
to help determine the need for hospitalization, to prepare 
the patient and the family for the hospital experience, and 
to make the arrangements if hospitalization is indicated. 
some instances the social worker seeks alternatives to 
hospitalization and refers to the appropriate resources. 
During the patient's hospitalization, the social worker 
may work with him in regard to his securing and maintaining 
a voluntary job in the hospital, or may help him to become 
more active in the many other aspects of the hospital pro-
gram. By working with him on difficulties he is having in 
relating to the hospital environment, the social worker helps 
to prepare the patient to meet social problems in the wider 
community with more understanding of himself as well as 
others. During the patient's hospitalization, the social 
worker may also act as a liaison for problems that arise at 
home or in the community, and may work with the patient in 
regard to his plans for discharge. In this way the social 
worker may help the patient to keep related to some of the 
10 
li 
! 
realities of the wider social environment from which he 
came and to which he will return. 
Even though casework services are offered to both 
patients and families, the major emphasis is upon working 
with the families. The social worker seeks to modify family 
problems that affect the patient and to help the relatives 
with their anxiety and guilt and other problems created for 
them by the patient's illness and hospitalization. 
11 
CHAPTER II 
MENTAL ILLNESS AND THE FAMILY 
The Family as a Unit 
In line with the growing emphasis on understanding the 
current intra-familial environmant of the psychiatric patient 
for diagnostic and treatment purposes, those in charge of 
treating mentally ill persons are beginning to seek a family 
diagnosis in addition to the usual individual diagnosis. 
Ackerman, who has been active in attempting to define inter-
locking pathologies in family relationships, states: 
Psychoanalytic theory underscores the principle that 
the seeds of mental illness are sowed in the family of 
childhood; but the growth of these bad seeds into emo-
tionally twisted adult persons becomes meaningful only 
as we study the relations of individual and family in 
adolescence and adult life as thoroughly as we have 
studied these relations in the family of childhood.1 
The family may be studied as a social system, and any 
attempt to view it as such requires that no member's behavior 
be studied apart from his particular roles in the family, or 
from his interaction with the other members of the family. 
Roles do not exist in isolation; that is, they must be 
structured in terms of some complementarity. Roles vary 
according to such determinants as age, sex, and class groups; 
in addition, other factors such as psychogenic traits and 
needs operate in determining the selection of a particular 
role. 
12 
II 
II 
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II 
It c&n be seen that the family is a unity of interacting 
persons, but as a unit or social system the family is not 
static; rather it is in a process of constant adaptation to 
both internal and external forces in order to avoid dis-
ruption or dissolution. The family's characteristic way of 
dealing with these changing internal and external conditions 
and of maintaining its equilibrium may be thought of as its 
homeostasis. "The homeostatic function has as its purpose 
not the goal of static equilibrium, but rather a fluid, 
flexible adaptation to changing life conditions."2 
The role each person plays in the family affects the 
family's equilibrium. Conflict may develop in relation to 
II 
I 
changing roles in family members or when there are differences I 
in the conceptions the family members have of their roles 
inside and outside the family. When these differences in 
expectations cannot be resolved, complementarity, or the 
satisfactory fitting together of roles, fails, and the inter-
personal situation moves toward disequilibrium. The conse-
quences of this for the family may be expressed as follows: 
The subtle and complex weave of relations of 
individual to family group and the accommodation of 
personality to role requirements play a large part in 
the maintenance of mental health or precipitation of 
breakdown. When there is a failure to compensate family 
conflict or to restore balance of family roles following 
a disturbance, there is an inevitable aftermath in terms 
2 
Ibid., P• 49. 
I 
13 
,, 
1: 
:! 
I· 
II 
' .: 
1: 
(! 
il 
!i 
.li 
I! 
'I 
!i 
,, 
!: 
:. ,, 
,, 
,I 
!i 
" 
,, 
il 
II 
,, 
li 
:: 
I' 
il ,, 
,, 
li 
of dissension, breakdown of communication, frustration 
of need, and interpersonal alienation.J 
There thus is a reciprocal relationship between the 
individual member and the rest of the family, the action of 
II 
'I I, I, 
'I 
I! 
li 
'I L ,, 
any one member of the family affecting the rest of the family•ji 
and the family as a whole affecting the individual member. I 
Mental illness, a particular type of behavior on the part of !1 
a member of the family, may also be viewed in the dynamics 
of the family as reaction and counter-reaction. While the 
illness of one member may be the reflection of an active 
process in the family, it in turn has its consequences for 
the other family members: 
II 
i: 
I 
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II li I 
ii An:y severe illness of a family member creates stress ·I 
for the rest of the family. Like other sick persons, !i 
the mentally ill are unable, by virtue of their illness, 1
1 
to carry out normal life patterns. Moreover, mental j'l.' 
illness usually expresses itself in deviant behavior and 
in interpersonal difficulties. Family routines are dis- l'l ..' 
rupted. Relationships within the family are strained, 
sometimes to the breaking point. • • • The patient's ,. 
difficulties will often be "explained" in ways that lj 
exacerbate existing stresses and lead to bitter hostili- li 
ties. The result may be anxiety for all members of the 
household and guilt and feelings of rejection for some.~ i• II 
I! 
i! Reactions and adjustments of families to crisis situa-
tiona vary according to such factors as culture, region, 
class, age and sex groups, with one's prior experiences with 
I I. 
II 
!I 
I 3~ •• P• 107. :I 
~John A. Clausen and Marian Radke Yarrow (eds.), "The i; 
Impact of Mental Illness on the Family," Journal of Social 111 Issues, vol. 2 (19.5.5), P• 3. 'I 
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!i 
similar crises, with the emotional interdependence of family 11 
members, and with the personalities of those involved. Mentallj 
II 
illness, however, as a stressful or crisis situation seems jj 
" :; to pose particularly difficult problems in adjustment for :• 
I 
I' the family. The adaptability of family members determines 11 
II 
to some extent the ease of adjustment to a crisis, but the 1: 
I! 
relatives of mentally ill patients often have severe problems ii 
:: 
of their own which interfere with their flexibility and !! 
1: 
capacity to change their behavior in response to changing II 
!! 
situations. Adjustment is further complicated by the fact II 
li that they have not been prepared by personal experience to 1: 
:; 
play the role of "relative of a hospitalized mental patient." !i 
II 
Unlike many other crisis situations, for example, death of ~~ 
Ill a family member, there are no socially sanctioned patterns II 
q 
of behavior which the culture provides to the family members It 
'I 
which would enable them to adjust to the idea of the patient' sj; 
illness and hospitalization. Too, unlike other crisis il 
situations, the family may not turn so easily to friends for 
;: help in adjustment because of the stigma attached to mental 
I! 
illness. Lastly, mental illness is more difficult for the 
lay person to understand than is a physical illness, and 
prognosis and length of hospitalization are harder to pre-
dict. 
Interaction in Families with a Schizophrenic Member 
Conflict in the family has been referred to in the 
,, 
'• ,, 
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previous section. It must not be assumed that conflict is i 
always pathological. When conflict is expressed and dis-
cussed in an understanding and sympathetic fashion, it may 
result in lessening the tensions which arise from suppressing II·' 
unsolved issues and conflicts and may actually strengthen, ,
1 rather than weaken, the family as a unit. I~ 
Bateson has observed, however, that families having 
schizophrenic or near schizophrenic members have a system 
which forbids the expression and discussion of attitudes at 
variance with the family conformity pattern. Since the open 
recognition of differences is 
opportunity for resolution of 
not tolerated, there is no 
conflict.5 Individuality is 
disapproved of and the family members lack adaptability, 
being unwilling or unable to change their behavior in res-
ponse to changing situations within the family. Interaction 
in such families tends to be rigid, and the roles of the 
members tend to be fixed. 
The above observations seem to be confirmed by the 
studies of Wynne, et al •• They discuss three possible solu-
tions to the problem of role relationships - mutuality, non-
mutuality, and pseudo-mutuality. By the latter solution is 
meant the family's tremendous preoccupation in fitting to-
gether at the expense of the differentiation of the individ-
of 
5 Gregory Bateson, "Cultural Problems 
Schizophrenic Process," P• 145. 
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ual identities involved. These families seem to be par-
ticularly threatened by the prospect of nonmutuality or non-
complementarity. 
While early expectations and role assignments occur 
in nonschizophrenic families, we feel that there is a 
difference in the rigidity of the family role structure. 
Normally, this structure both affects the personality 
development of the offspring and is reworked and modified, 
more or less continually, in accord with the changing 
needs and expectations of the family members toward each 
other. With pseudo-mutuality, however, expressions of 
the changing or emerging needs of family members are not 
reflected in change& in the role structure of the family. 
In schizophrenic family organization the role structure 
may not be reshaped even in the face of such major 
characteristics as the sex, age,6and degree of passivity 
or aggressiveness of the person. 
Among the mechanisms by which pseudo-mutuality is 
maintained are avoidance of open recognition of differences 
and secrecy, especially in those roles which move in direc-
tions away from the family. As a result of pseudo-mutuality, 
neither the parent nor the patient is clear as to when it is 
,, 
11 permissible for the patient to eiU.ncipate himself from the 
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family. It would seem, therefore, that this type of family 
organization poses very difficult problems for the adoles-
cent or young adult. In fact, the authors state: 
Acute schizophrenic panic and disorganization seem to 
represent an identity crisis in the face of overwhelming 
guilt and anxiety attendant upon moving out of a par-
6 Lyman C. W~e, Irving Rycoff, Juliana Day, and 
Stanley I. Hirsch, Pseudo-Mutuality in the Family Relations 
of Schizophrenics,'' Psychiatry, vol. 21 (May, 1958), p. 208. 
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ticular kind of family role structure. In the transition 
from the acute episode to a chronic state, pseudo-mutu-
ality is re-established, usually at a greater psycho- l'r' 
logical distance from family members, with an increase 
in guilt and anxiety over subsequent moves toward differ-
entiation, ••• 7 I 
Implications for Treatment 
There are many implications for treatment from what has 
been discussed about the family as a unit and, more specifi-
cally, about the interaction which is thought to be charac-
teristic of families which contain a schizophrenic member. 
MillerS concluded after a study of adolescent patients 
and their families that as the patient became better, his 
situation in relation to his family did not automatically 
improve. Usually the parents had to be helped in order to 
recognize and handle the patient's need to become a more 
mature person and to make decisions independently of them. 
Miller also noted that the situation may be even more acute; 
since parents of adolescents have not yet developed sub-
stitutes for their children, they are more prone to remove 
,I 
II 
I 
I 
I 
II 
I 
I 
i 
the patient from the hospital before such removal is indicate~! 
I 
or, because of their wishes to have the patient remain sick 
and dependent, they may unconsciously encourage regressed or 
disturbed behavior, thus sabotaging the patient's treatment 
even though they leave him in the hospital. 
7~., P• 217. 
8Derek H. Miller, nFamily Interaction in the Therapy 
of Adolescent Patients,n Psychiatry, vol. 21 (August, 1958), 
• 277-28 • 
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For the younger patient, who is likely to return to 
the family, an attempt to deal with the pathology in the 
home situation is an essential part of the discharge9 planning, which begins when the patient is admitted. 
The possibility of interruption of treatment by removing 
the patient from the hospital, or of sabotaging the treatment 
while the patient is in the hospital, seems to be especially 
great with regard to the families of schizophrenic patients. 
The phenomenon of pseudo-mutuality discussed above and its II I' 
II 
consequences for the patient and the family have been observed1' 
by Bateson also, in a slightly different way. He stated: 
When the identified patient begins to get well, we ob-
serve all sorts of subtle pressure being exerted to per-
petuate his illness. However, as is well known, there 
are many cases in which, as the patient gets well, some 
other member of the family starts to show symptoms of 
psychiatric stress. • • • It is not that at all costs 
the identified patient must be kept confused; rather it 
seems as if the patient himself is an accessory - even a 
willing sacrifice - to the family homeostasis. If he 
ceases to play this role, there is a likelihood that some 
other member of the family will assume it in his place. 
Like many complex homeostatic systems, the pathogenic 
family seems !8 be able, like a newt, to regenerate a 
missing limb. 
Fleck, et al.;1discussed problems present in families 
of schizophrenic patients and stressed that these must be 
taken into account in order for the hospital to successfully 
9Ibid., p. 283. 
10Bateson, op. cit., PP• 128-129. 
11stephen Fleck, Alice R. Cornelison, Nea Norton, and 
Theodore Lidz, "The Intrafamilial Environment of the Schizo-
phrenic Patient: II. Interaction between Hospital Staff and 
Families," Psychiatry, vol. 20 (November, 1957), PP• .343-
350. 
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treat the patient. The mother may suffer such severe 
anxiety upon separation from the patient that she may have 
to remove the patient from the hospital in order to allay 
this anxiety; she is especially likely to do this when the 
patient manifests signs of independence which the hospital 
considers improvement. While the patient may remain in the 
hospital, if there are disagreements between the parents 
about the patient's need for hospitalization, the parent who 
does not have his way may still sabotage the treatment. If 
parental guilt is so intense that it is projected onto the 
hospital or the hospital staff, or if the parents blame each 
other, this too can interfere with the therapeutic program. 
The authors stressed the need for meeting the needs of 
these parents and for modifying the parents' attitudes toward 
each other and toward the patient. 
A number of psychiatric hospitals have given attention II 
to the therapeutic possibilities of working with the families II 
of mental hospital patients. While such work is still in the li 
exploratory stage, it has demonstrated that attention to the 
needs and problems of relatives can ameliorate some of the 
problems noted above. 
II 
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Abrahams and Varon12 II reported on a group psychothera- 1 
peutic experience which took place at St. Elizabeth's Hospitall 
' 
and Edith Varon, Maternal Dependency! 
I 
and 
12J oseph Abrahams 
Schizophrenia. 
! 
I in Washington, D.C.. The group was composed of adolescent 
I I and young adult female schizophrenics and their mothers. The 
study demonstrated that the relationship between mother and 
daughter helped to perpetuate the daughter's illness, but 
that this relationship could be altered, As the mother's 
"nurture" changed, the "nature" of the daughter seemed to 
change, 
Another approach to the study and treatment of schizo-
phrenic patients has been described by Bowen, 13 The research 
project consisted of four in-residence families (families 
that lived on the ward with the patient) and six out-patient 
families. The therapeutic approach with these ten families 
was family psychotherapy. The hypothesis of the study was 
that the patient's illness was a reflection of a process that 
involved the whole family. Again, attention to the needs of 
the family seemed to be helpful to both the patient and the 
other members of the family. 
Midelfort described the use of selected relatives in the 
care of mental hospital patients and in psychotherapy with 
the patient, and the results of this approach which utilized 
the family with its ethnic, religious, and cultural charac-
teristics. He concluded: "Only through melioration of the 
different psychopathologies in the family can mental health 
13 
phrenia." 
Murray Bowen, "Family Relationships in Schizo-
21 
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be achieved :for each individual member."14 II 
Psychiatric social work is another approach to involving !I 
I 
:families o:f mental hospital patients in the therapeutic pic-
ture. Mildred Faris, 15in discussing the needs and possi-
bilities for social work services with :families, emphasized 
that casework involves more than gathering :facts on the 
patient's social situation and interpreting the patient's 
illness to the relatives. Like a number of the authors 
above, she concluded that mental illness is not a one-person 
problem but a :family problem. An important part in the 
patient's situation is played by the attitudes and problems 
o:f relatives, and attention to these is a primary responsi-
bility o:f the psychiatric social worker. 
There are both direct and indirect channels through 
which the social worker can make her contribution to the 
diagnosis and treatment of' mental hospital patients. They 
can be divided into two main groups: (1) working through 
other personnel in the hospital, and (2) providing direct 
services to individuals through both casework and group 
work. The purpose o:f the :first is to make the setting as a 
! 
li 
I 
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il 
! 
whole more responsive to and more understanding o:f the psycho-
1
1 
social needs o:f the patient. Through her contacts with the il 
14c. F. Midelfort, ~he Family in Psychotherapy, p. v. 
l5Mildred Faris, "Casework with Mentally Ill Patients 
and Their Families," Journal o:f P~ehiatric Social Work, 
vol. 24 (January, 1955), P• 108-11 • 
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family, the social worker may contribute to the psychiatric 
team knowledge and understanding of the patient's significant 
relationships in his family, his neighborhood, and his 
community. Mental illness creates social difficulties for the 
patient and those near to him; in turn these social problems 
enhance emotional difficulties or create new ones. 
worker may thus bring to light both blocks in the patient's 
treatment and untapped therapeutic potentials, factors which 
should be taken into account in a total treatment plan. 
Another important function of the social worker in the 
I mental hospital is to offer services to the family for the 
• 
,I 
I 
purpose of helping them deal with the social problems that 
the patient's illness brings in its wake. Toward this end, 
she may first locate and then help the family to use appro-
priately 
agencies 
other social, recreational, 
in the community.16 
vocational, and health 
In direct casework with families, the worker also seeks 
to modify those family forces which contribute to the pa-
tient's illness or which, if not worked with, may cause his 
relapse. Finally, she is in a position to discover and har-
ness therapeutic forces in the family which otherwise migbt 
be neglected. 
16 
Ruth Gartland, "The Psychiatric Social Worker in a 
Mental Hospital," Mental Hygiene, vol. 31 (April, 194-7), 
P• 291. 
II 
I 23 
CHAPTER III 
PERSONAL AND SOCIAL BACKGROUND 
Race and Religion 
All of the subjects studied were white. 
Nine of the patients were Protestant, seven were Jewish, 
and one was Roman Catholic. One patient claimed he had no 
religion, but because his family was Protestant, he was 
counted in that group. In no other instance was there a 
known difference in religion between patient and parents. 
The parents of the Roman Catholic family had originally been 
Protestant but had been converted in the early years of their 
marriage, prior to the patient's birth. 
Age and Sex 
Thirteen of the patients in the study group were males, 
and four were females. 
The following tables show the age distributions of the 
patients and their parents at the time of the patient's 
admission. 
Age in Years 
15 to 19 
20 to 24-
25 to 29 
TABLE 1 
AGE OF PATIENT. 
Patients 
Total 17 
The age range of the patiente was fifteen to twenty-
eight, but thirteen of the patients were twenty-four and 
under. 
Age in Years 
40 to 49 
~0 to 59 0 to b9 
Unknown 
Deceased 
TABLE 2 
AGE OF PARENTS 
Father 
4 
3 
3 
4 
3 
Total 17 
Mother 
~ 
0 
5 0 
17 
The age range was forty-five to sixty-five for the 
patients' fathers, and forty-two to fifty-eight for the 
mothers. Ages were unknown for four of the fathers and five 
of the mothers, while three of the fathers but none of the 
mothers were deceased. None of the mothers were older than 
the fathers in any of the known cases. 
Birthplace 
Birthplaces of father, mother, and patient are 
given in the following table. 
25 
26 
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TABLE 3 
BIRTHPLACE OF PATIENT AND PARENTS 
Country Father Mother Patient 
United States 14 16 16 
England 1 0 0 
Canada 0 1 0 
South Africa 1 0 1 
Russia 1 0 0 
Total 17 17 17 
Residence and Living Arrangements 
The following table shows the place of residence of the 
patients and the parents just prior to the hospitalization. 
TABLE 4 
RESIDENCE OF PATIENT AND PARENTS 
Residence Father Mother Patient 
Metropolitan Boston 2 4 9 Other parts of Massachusetts and 
neighboring states 4 .5 5 
Other states 
Mid Atlantic 2 2 0 
South 2 2 1 
Far West 2 4 2 Outside United States 1 0 0 
Deceased 3 0 0 
Unknown 1 0 0 
Total 17 17 17 
II 
Most of the patients (fourteen) were living in Massa-
chusetts or neighboring states at the time of admission. 
For the 1958-59 fiscal year, 75 per cent of the patients at 
McLean Hospital came from a sixty-mile radius, an additional 
13 per cent from the New England area, and 12 per cent from 
other states. 
Half of the fathers who were livi~g and whose residences 
were known were living in Massachusetts, and half were living 
outside the New England area. Residence of the mothers 
followed the same pattern. 
The following table shows the living arrangements of 
the patients just prior to admission. 
TABLE 5 
LIVING ARRANGEMENT OF PATIENT 
Living Arrangement 
With parents 
With other relatives 
At school or college 
With friends 
Alone 
Total 
Patients 
7 
1 
5 
1 
3 
17 
In twelve cases the patient's parents were living to-
gather. In the remaining cases, three of the fathers were 
deceased, one father's living arrangement was unknown, and 
one was living with the patient's step-mother. One mother 
27 
was living in a mental hospital, two generally lived with 
the patient, and one was living with the patient's step-
father. 
Education.and Occupation 
The following table gives the educational level of the 
patients. 
Educational Level 
In grade 9 to 12 
In college 
TABLE 6 
EDUCATION OF PATIENT 
Graduated from college and no longer in school 
In graduate school 
Total 
Patients 
17 
Of the fourteen patients who were in school or college 
at the time of their admission, ten were poor students or 
had begun to fail in their grades. 
Of the three patients who had graduated from college and 
were working, one was a high school teacher, another was 
an assistant stage director, and the third was an accountant 
in training. A number of the fourteen students had worked 
during summer vacations and several had been employed before 
entering graduate school, but for the purpose of this study 
they were considered students as this was their occupation 
·---
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at the time of admission to the hospital. 
The educational levels of seven of the fathers and 
twelve of the mothers were unknown. Of the known cases, one 
father had not completed high school, four had completed 
between one and four years of college, and five had received 
graduate training. One of the mothers had not completed high 
school, one was a high school graduate, and three had com-
pleted betw~en one and four years of college. 
The following table presents the occupations of the 
patient's parents. 
TABLE 7 
OCCUPATION OF PARENTS 
Occupation Father Occupation Mother 
Government service 1 
Professional ) 
Executive of large business 4 
Owner of small business 3 
Store manager 1 
Salesman 1 
Unknown 1 
Deceased 3 
Total 17 
Housewife 
Other 
Artist 1 
Secretary 1 
One father held a high government office. The pro-
15 
2 
17 
fessional men included a doctor, a college professor, and a 
minister. The small businesses owned by three fathers in-
cluded a drug store, a retail store, and a home decorating 
'I 
if 
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business. Or the executives of large business, two had re-
tired within a year or so before the patient's hospital!-
' 
zation. One of the deceased fathers had been a forester, 
but the occupations of the other two were unknown. 
Of the fifteen mothers counted as housewives, two were 
married to owners of small businesses and helped their 
husbands to some degree. However, mothers were counted in 
the "Other" category only if they derived a separate income 
from their occupations. 
Family Constellation 
The patient's parents were living together in twelve 
cases. Of the other five cases, three homes had been broken 
by divorce and two by the death of the father. Later one of 
the divorced fathers had died, making a total of three 
fathers who were deceased at the time of the patient's ad-
I 
I! 
I 
II 
'I 
mission to the hospital. One of the two remaining divorced I' 
fathers but none of the three divorced mothers had remarried. 11 
One of the two widowed mothers had also remarried. 1 
Since this study is investigating the patterns of inter-
action and role relationships within the family, it is 
important to consider the number of other children in the 
family as well as other relatives who have played significant 
roles in the family, whether they actually resided in the 
parental home or not. The following table shows the ordinal 
position of the patient in relation to his siblings. 
30 
I: TABLE 8 
ORDINAL POSITION OF PATIENT 
Ordinal Position of Patient 
Only child 
Older of two 
Younger of two 
Oldest of three 
Middle of three 
Youngest of three 
Youngest of four 
Youngest of five 
Total 
Patient 
~ 
2 
2 
1 
1 
1 
1 
17 
The majority of the patients had brothers and sisters. 
Only four patients were only children. Seven patients were 
the oldest and five were the youngest children in their 
families. 
In eight of the cases there were other relatives who 
were mentioned in the sources of data for this study and who 
were significant to the patient and/or his family, but they 
did not necessarily live with the patient or his family. In 
some of the other cases there were relatives living with the 
family, either prior to the patient's illness or at 
situation, but these were not mentioned as playing important 
roles in the family and hence were not included in the study. 
In all there were ten significant relatives. They in-
cluded one of each of the following: ~~ brother-
I 
I 
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step-father, step-mother, uncle, great uncle, and patient's 
sister's father-in-law. There were two aunts who were 
important in one family, while in two different cases both 
aunt and uncle were significant. Seven of the important 
relatives were on the maternal side of the family. 
All of the relatives were maintaining independent 
households at the time of the patient's admission, except the 
step-mother, the step-father, and the single uncle. One 
patient was living outside the parental home in the home 
of a relative (brother-in-law) at the time she became ill, 
and two mothers of patients came to live with the patient's 
aunt and uncle at the crisis situation. 
\ 
32 
'I I, 
II 
CHAPTER IV 
PSYCHIATRIC TREATMENT AND HOSPITALIZATION 
Previous Treatment 
It is important to consider the patient's previous 
treatment, whether psychotherapy on an ambulatory basis or 
hospitalization in a mental hospital, as this no doubt in-
fluences the reaction and adjustment of the family to sub-
sequent treatment. The following table presents the previous 
treatment of the seventeen patients in the study group. 
TABLE 9 
PATIENT'S PREVIOUS TREATMENT 
Previous Treatment 
No psychotherapy or previous mental hospital 
admission 
Psychotherapy only 
Previous hospitalization only 
Psychotherapy and previous hospitalization 
Patients 
.5 
2 
1 
9 
il Total 17 !1 
I 
I 
Of the seven patients who had had no previous admissions, 
two had had psychotherapy at some time and five had had no . 
·' previous contact with psychiatry. Of the ten patients who 'I 
had previous hospitalizations, only one had never received I 
psychotherapy on an ambulatory basis at some time. Of these I 
same ten patients, four were transferred from other hospitals I 
to McLean, and thus the present hospitalization was a con- I 
33 
ll I· ,, 
'I 
il 
II ,, 
li 
II 
II jj 
I' I !I 
I' 
,I 
I' 
.I 
I 
I 
II 
'I 
II 
'I I' 
I 
!I 
II 
'I 
It 
I 
·I J, 
ii I· 
,I 
1: 
ii 
ii 
I' 
II 
'i li 
il 
1! 
li 
' II 
!I 
I! 
II 
il 
!I 
tinuation of a previous hospitalization. Of the six re-
maining patients, three had had one previous admission, two 
had had two previous admissions, and one had had six. 
Present Hospitalization 
Source of Referral 
The following table gives the sources of referral of 
the patients. 
Source of Referral 
Patient's therapist 
TABLE 10 
SOURCE OF REFERRAL 
Private psychiatrist who was consulted for 
evaluation 
College psychiatrist 
Received from other hospitals 
Pediatrician 
Total 
Patients 
4 
5 
~ 
1 
17 
"Other hospitals" included a public mental hospital, a 
private mental hospital, and two general hospitals with 
psychiatric wards. Only one of the patients was referred by 
someone outside of the psychiatric field. 
Length of Time in Hospital 
The following table gives the length of hospitalization 
to the nearest month. 
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TABLE 11 
LENGTH OF TIME IN HOSPITA.L 
Length of Time 
1 to 3 months 4 to 12 months 
13 to 20 months 
Total 
Patients 
11 
3 
3 
17 
Length of time in the hospital ranged from one to 
twenty months, but most of the cases (eleven) were in the 
hospital three months or less. Only three patients were 
hospitalized for more than a year. 
Three of the patients were discharged "on visit" after 
their stay in the hospital. One patient who had been in the 
hospital for three weeks spent another four weeks on visit 
before discharge became final. Two of the patients who had 
spent more than a year in the hospital were on visit for 
nine weeks before final discharge. Time spent on visit was 
not included in the above table. 
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Treatment I 
Ten of the patients included in the study group received 11 
psychotherapy while in the hospital, and seven did not. il 
,, 
'! Those patients who did not were generally those who were in 
the hospital three to six weeks, which is the evaluation 
period. 
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Discharge 
The following table shows the reason for discharge and 
the patient's destination. 
TABLE 12 
REASON FOR DISCHARGE AND DESTINATION 
I 
i 
! 
I 
II 
I 
-------------------------------------------------~1 
' Reason for Discharge and Destination 
Sufficiently recovered to return to community 
Transferred to school for emotionally disturbed 
Patients I 
I 8 .; 
2 ll 
children 
Transferred to other mental hospitals 
For financial reasons 
To be nearer home; also financial reasons 
Parents dissatisfied with treatment program 
3 
2 
2 
Total 
7 
17 
A little less than half of the patients returned to the 
II 
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Nine of the patients were trans- ,i 
I, 
.ferred to other institutions .for the care of mental disorders.!: 
community upon discharge. 
Financial difficulties of the parents played a part in five 
of the trans.fers. Emotional needs of the parents to have 
the patient nearer to them or to seek other treatment for 
patient operated in four cases. 
Discharge Diagnosis 
The following table gives the discharge diagnosis 
of the patients. 
I 
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TABLE 13 
DISCHARGE DIAGNOSIS 
Diagnosis Patients 
Schizophrenic reaction, undifferentiated type 
Acute 
.5 
Chronic 3 Schizophrenic reaction, paranoid type 
Acute 1 
Chronic 4 Schizophrenic reaction, catatonic type 1 
Schizophrenic reaction, simple typo 1 
Schizophrenic reaction, schizo-affective type 1 
Total 17 
From the time criteria used in selecting tho study 
cases, namely, admission after January 1, 19.57, and dis-
charge in the 19.58-19.59 fiscal year, it was expected that 
the study might be biased in terms of acute cases. However, 
as can be soon from the above table, nearly half of the 
cases were chronic. 
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CHAPTER V !, 
PATTERNS OF FAMILY INTERACTION II 
The Chronic Picture I 
The Nuclear Family I 
It was difficult to classify the family patterns because 
the psychiatric case histories, the source from which most of 
the material on the chronic picture came, varied greatly in 
terms of the amount of material they included on family 
I 
I 
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G, H, K, M, N, 0 1 and P) was there a fairly adequate amount of I 
information on the father-mother relationship, and this 
relationships. In general, there was much more material 
available on the parent-patient relationhsip than any other 
tended to be descriptive rather than interpretive. In the 
remaining cases there was very little material available on 
the quality of the marital interaction or the dynamics of the 
relationship. Of the thirteen cases in which the patient had 
siblings, the relationship between the father and the patient's! 
siblings was unknown in nine cases (B, D, E, I, J, L, M, 0 andl 
P), while the relationship between the mother and the pa-
tient•s siblings was unknown in seven cases (A, D, E, I, J, 
Land N). Where this information was available it was 
entirely descriptive. In only two cases (D and P) was there 
no information on the patient-sibling relationship. 
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From the above it can be seen that a complete family 
diagnosis was possible in very few cases. In order to really 
understand what went on in a family system, one would need 
to know not only how any two family members interacted, but 
also how each related to any other two as a pair. For 
example, it would be important to know not only how the pa-
tient related to his mother, but also how he related to the 
interaction between his mother and father, his mother and 
1 his siblings, and so on. 
On the basis of the material available, the families 
included in this study fell into no clear-cut relationship 
patterns, and it was therefore difficult to make generali-
zations about them. In each family the role relationships 
and patterns of interaction were different in some respects 
from those in any other family. A few of the families 
seemed to fall into some broad, general classifications, but 
even these differed in terms of the mental health of the 
parents, the happiness of the marital relationship, the 
number of children in the family and their interaction, and 
many other factors. Since it was not possible to categorize 
all of the cases in terms of the total family pattern, the 
parent-patient relationship, which was the area of inter-
action where the most material was available, was the basis 
ment," 
1Rhona Rapoport, "The Family and Psychiatric Treat-
Psychiatry, vol. 23 (February, 19.60), p. 55. 
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for the groupings presented in Table l4 and described more 
fully below. 
TABLE J.4 
NATURE OF PARENT-PATIENT RELATIONSHIP IN CHRONIC PICTURE 
Type of Relationship Patients 
Patient close to mother 
Symbiotic A, G, H, I, J, L, p 
Non-symbiotic D, F, N 
Patient close to father E?, K, O, Q? 
Patient close to neither parent B, c, M 
In families A, G, H, I, J, L, and P, there was a highly 
charged symbiotic relationship between the mother and the 
patient. The mother sought to complete her life by attaching 
the patient closely to her. Five of these patients (A, G, 
H, I, and P) were males and were described as being "passive" 
or "quiet and conforming." The two girls (J and L) were 
described as demanding and as having severe temper tantrums 
in childhood. All of the patients in this group had diffi-
culty making friends. Two of the patients (G and H) were 
only children; the nature of the patient-sibling relationship 
was unknown in case P, while none of the other patients were 
close to their siblings. Three of the patients (A, I, and 
L) were set apart from their siblings in a way that seemed 
to have created concern for the mother. For example, patient 
I did not speak until he was five and had febrile convulsions; 
unlike his older sibling he was placid and conforming. 
Patient A was rejected by his siblings and could not equal 
their achievements. The father's relationship to the pa-
tient's siblings was unknown in cases I, J, L, and P. Father 
A had little interest in his children but seemed to take a 
little more interest in the patient than in his other chil-
dren. The mother's relationship to the patient's sibling 
was unknown in cases A, I, J, and L. Mrs. P apparently had 
tried to attach her other son to her, but he had resisted 
her possessiveness. 
The A family was marked by much mental illness. All 
of the members had either been in therapy or in mental 
hospitals. 
The fathers of the patients in this group were either 
owners of small businesses who did quite well or very 
successful business executives, except father A, whose 
business was unknwon, and father H, whom the mother divorced 
for his irresponsibility and lack of business success. How-
ever, in all of these cases where the mother sought to com-
plate her life by attaching the patient to her, there were 
indications that the father somehow could not or did not 
adequately perform his roles as husband or father, or both. 
Exception to this latter generalization may be made in the J 
case because the nature of the father-mother relationship 
I I 
was unknown. 
Six of these cases were found to fall into two sub-groups 
according to the nature of the marital relationship. In one 
sub-group the fathers were passive in the father-mother rela-
tionship or were out of the picture entirely (fathers A, G, 
and H). Fathers A and G abdicated their roles as husband 
and father. The mothers were dominant and had little respect 
for their husbands, while the fathers demanded little for 
themselves and had little interest in the children. These 
men were poor models for their sons, who saw them as weak 
individuals controlled by the mother. This was especially 
marked in the A family: 
Father A was cold and aloof. He took little notice of 
his children. Feeling that any form of authority was 
wrong, he refused to have them call him father, but 
insisted they call him by his first name. The mother, 
who was the dominant one in the family, attached the 
patient closely to her, and although he saw her as a 
smothering person who would never give him a chance to 
grow, he was unable to separate himself from her. He 
felt he had no father to identify with and was angry with 
his father for not protecting him from the mother. When 
the patient was in his ~wenties, his father died and the 
mother then turned even more to him. 
Mrs. G.was very dissatisfied with her marriage. She 
threw herself into the patient's care, hoping he would make 
up to her everything her husband had failed to provide. Mrs. 
H divorced her husband when the patient was four and became 
very absorbed in her son, living vicariously through him. 
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In three cases 
the child firmly to 
(I, L, and P) in which the mother attached I' 
her, the father was aggressive and domi-
I 
II 
I 
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nant and the mother passive. 
The P family was feeling the affects of the depression 
and struggling to get a business started. The father 
was very domineering and bad-tempered, and the mother 
felt intimidated by him. He was, however, very de-
pendent on her for help in the business. Their relation-
ship was a very sado-masochistic one. The father 
bragged about his son outside the home, but he told the 
patient he was no good. A very intense, close relation-
ship developed between the mother and the patient. 
Mrs. I and Mrs. L were lonely dependent women who wanted 
closer relationships than their husbands could give them. 
Both of their husbands were away from home most of the time 
during the early years of the marriage, and the wives thus 
had the major responsibility for bringing up the children. 
However, the I 1 s seemed to have had a better marriage, and in 
later years Mr. I became concerned that his wife's over-
protection would make a sissy of their son. The ways he 
tried to cope with this did not prove effective, and the 
' 
patient felt his father was an unsympathetic task master 
who would scream at him if he did not comprehend quickly. 
Another kind of close mother-patient relationship was 
evident in cases D, F, and N. In these cases the patient 
felt closer to the mother, but she had not taken active 
measures to secure the child to her as far as was known. 
In cases F and N the mother seemed to be the more consistent 
parent figure, while patient D's feeling of closeness was 
based on his feelings of inferiority and his identification 
with his sick mother, who first became mentally ill when he 
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was four. She was in and out of mental hospitals for the 
next twenty-five years. In all of these cases the father was 
seen by the patient as being a strict and frightening person. 
In cases F and N there were storm~ unhappy marriages 
characterized by dominant fathers and passive mothers. Father 
F had severe sexual problems, and the mother divorced him when 
the patient was eleven. He died shortly afterwards. The 
occupational functioning of these fathers seemed to be moder-
ate. Father D was a rigid, dominant, and highly successful 
man whose absorption in his career left him little time for 
his children. He seemed to have been fond of his wife but 
divorced her when the'patient was in adolescence as her 
mental illness seemed to have become chronic. 
Both patients F and N seemed to have developed in a way 
which was outwardly satisfactory, although patient F suffered 
from eczema when the parental conflict was most pronounced. 
Since age eleven patient D had worried about his own mental 
health. He had a sister, but the natures of the patient-
sibling and the parent-sibling relationships were unknown. 
Patient F was the elder of two boys, and patient N the 
youngest of four. There was intense sibling rivalry in 
both cases. In neither case was the patient the father's 
favorite child. Mrs. F seemed to have liked the patient's 
sibling a little more, but was fairly democratic, while 
Mrs. N1 s relations to her other children were unknown. 
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Patients K and 0 were much closer to their fathers than 
to their mothers. Both fathers were very successful men in 
their careers and were over-protective of the patients. 
Father 0 had a paralyzing disease which made him de-
pendent on his wife for physical care. The patient, who 
acted up in school, felt his father was overly passive 
but always turned to him when he got into trouble. The 
father never disciplined him and was inclined to spoil 
him. One would suspect that father himself was somewhat 
of a rebel. The mother was more strong willed than the 
father and tried to take a more active stand with the 
patient. 
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Patient K was more fond of her father than her mother, [' 
whom she felt was remote and unattainable. The mother ,! 
was actually a borderline psychotic. The father in many ]jl 
ways was a motherly father but tried to run all aspects , 
of his daughter's life. He gloried in the patient's need 1·
1
 
to get his advice and approval. The family was close 1 
on the surface, but the patient felt her parents really ii 
did not love each other. I' 
I' 
Patient K was an only child. Patient 0 had a younger 
brother whom he resented greatly. The mother seemed to have 
a close relationship with the patient's sibling, but the 
nature of the father-patient's sibling relationship was 
unknown. 
There were two cases, E and Q1 in which the patients 
i! ,, 
" 'I i: ,, 
II il 
' 
! 
,I 
ij 
were perhaps closer to the father than to the mother, and the~j 
II 
might therefore have been classified with patients K and 0 :j 
if more had been known about them. Both patients were 
passive, dependent individuals. The fathers seem to have 
been the dominant figures in the household, and the mothers 
somewhat, although not exceedingly, passive. The marriages 
were satisfactory as far as was known. Father E was des-
li 
,, 
' 
i! 
' 
' ;i 
!! 
:i 
'I 
1: 
·' 
1: 
1: d I· ~-
cribed as aggressive, driving, and the epitome of big 
business, while father Q, a minister, was zealous and opin-
ionated. In their relationships to the patients, the fathers 
seem to have alternated between being aggressive and over-
whelming on the one hand, and understanding and warm on the 
other. The mothers were seen by the patients as being 
restrained as far as affection went, and they seem to have 
alternated between being close and then distant from the 
patient. The parents needed their children to excel and be-
come individuals they could be proud of. Both patients were 
one of two siblings. In each case there was much fighting 
between the children, but especially in the Q case. Mr. and 
Mrs. Q were more strict and demanding with the patient's 
sibling, while in the E case the parent-patient's sibling 
relationship was unknown. 
In the last group were patients B, C, and M who did 
not have a close relationship with either parent. Both 
patients Band C suffered from a lack of "fathering" and 
"mothering. 11 Father B was a rigid, dominant, and highly 
successful professional man who was absorbed in his career. 
The nature of the father-mother relationship was unknown. 
Father Chad died before the patient's birth. There was 
mutual rejection between Mrs. B and the patient. Mother C 
was absent from the home much of the time, as she worked. 
She functioned more as a sibling than a mother to the patient, 
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who was brought up by his grandmother. Patient C hated his 
mother when she remarried to a man he did not get along with. 
Patient C was an only child. He was frail and intro-
verted in temperament. Patient B, bright and precocious as 
a child, was the middle of three children; she hated her 
brother and sister who had a close relationship and who were 
favored by the mother. The father's relationship to the 
patient's siblings was unknown. 
The situation of patient M was quite different from that 
of the above two patients, although he did not have a close 
relationship with either parent. The mother tried to run 1
1 
all aspects of his life and attach him to her, and for this I 
reason she might have been classified with those mothers 
having a symbiotic relationship with the patient; however, 
rather than being quiet and conforming he was very rebellious. 
Eight years prior to his hospitalization the mother had be-
come very disturbed herself and had had psychotherapy for 
several yea~s. The father was passive, demanding little for 
himself, and he went along with the mother's method of child-
rearing. The marriage was descr.ibed as being happy until 
two years prior to the patient's hospitalization, when the 
father blamed the mother for bringing up the children wrong 
and was not so 11 good 11 as he had been before. Both parents 
were over-protective of the patient's younger sisters as 
well as the patient, but the mother found it harder to 
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manage the children than the father did. There was much 
sibling rivalry between the patient and the sister who was 
several years his junior, but he was very fond of the sister 
Who was the youngest child in the family. 
Significant Relatives 
In cases B, c, D, E, G, H, L, and P relatives were 
mentioned as being significant to the patient or to the family 
in the chronic situation. In all of these cases except P, 
relatives served to some extent as parent substitutes for the 
patient. 
Patient B, who was not cloe to either parent, turned to 
her sister's father-in-law, a doctor, in times of stress. 
Once when she became very upset and could not decide whether 
to marry her boyfriend, he arranged for her to enter psycho-
therapy. 
In the case of patient C there were both positively and 
negatively significant relatives. The patient detested his 
step-father, whom his mother married when he was seventeen. 
He left home and went to live with his maternal aunt and uncle 
~he uncle sent him to college and paid for his first hos-
pitalization, but the, patient resented his dependence on these I 
relatives. 
In case D the patient felt very happy when his father 
remarried. The step-mother was sympathetic and understanding 
to the patient and to some extent became his confidant. 
I 
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In case E the father was away from home much of the time 'I 
during the patient's childhood. During these years the 
patient's maternal great uncle spent much time with him, and 
the patient was very fond of him. 
In case G the father had no interest in the patient when 
he was little. The mother's brother, who lived with the 
family, was a source of support to his unhappily married 
sister and also was loving and understanding of the patient 
1
1 
when the patient was young. However, the uncle lost interest j 
and II in the patient and became critical of him as he grew older 
did not develop interests appropriate to a boy his age. I 
In case H the patient and his mother, who was divorced, I 
lived for many years with the mother's sister and brother-in-
law. The uncle helped the patient to get into college and 
paid for it, and later he used his influence to get the 
patient a job. However, it seemed that the patient and the 
uncle were not close, but that the uncle did these things for 
the patient through the mother's influence. 
Mrs. P had two sisters who were sources of support to 
her when the patient first became ill. The mother became 
very upset and agitated and had to be taken care of by her 
I 
.I 
I 
relatives as she refused to return home with her husband. 
Patient L lived in the home of her brother-in-law for a 
year before she became ill. He appeared to be indifferent to 
this arrangement, but she had transferred to him a paternal 
attachment. 
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I 
The Crisis Situation 
The Nuclear Family 
The families seemed to differ greatly as to the nature II II 
and degree to which they reacted to and became involved in II 
the crisis of the patient's illness and hospitalization. This 1 
I 
did not seem to depend on whether or not the patient was 
living at home when he became ill, or whether the family 
lived in close proximity to the hospital. 
I, 
Some families took 11 
II 
'I 
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up residence near the hospital and remained there for a 
considerable period of time even though they normally lived 
in states outside the New England area. 
The changes in the total family equilibrium resulting 
from the patient's illness and hospitalization are difficult 
to generalize since they are related to the previous equilib-
rium of the family, the nature of the changes in the behavior 
of the patient, and the specific personalities and needs of 
the other family members. In addition, there were only five 
cases (G, K, L, o,_ and P) in which there was a fairly good 
picture of the interrelationships among father, mother, and 
patient. However, it should be noted that in four cases 
(A, C, F, and H) the fathers were out of the current picture 
because of death or divorce, and the "total family" therefore 
consisted of mother and patient, and sometimes siblings of 
the patient. 
Here again, as in the chronic situation, there generally 
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was not available a total family diagnosis, which would 
include a consideration of each member's interaction with 
various others and combinations of others in the family. In 
the five cases where there was a fairly clear picture of the 
total family interaction at the crisis situation, the material I 
came from the social work re~ordings. In the remaining cases 
the father-patient and the mother-patient interaction tended 
to stand out more clearly than the total family interaction, 
although in seven instances all that was known was a parent's 
reaction to the patient's illness rather than the actual 
interaction between them. Material on the parent-patient 
interaction and the parent's reaction to the illness came 
about equally from the social work records and the psychiatric 
case histories. 
In only five cases was there any material on the nature 
of the parent-patient's sibling relationship, and in only · 
three cases was there material on the patient-sibling relatio~ 
ship. It is hard to know whether the dearth of information I 
in these two areas is due to the fact that these are things 
which don't get into the records, or whether nothing really 
happened in these relationships. The researcher would tend 
to agree with the former idea, because it is thought that the 
action of any one member in the family affects in some way 
all the other members. Material on the parent-patient's 
sibling relationship came mostly from the social work 
recordings, while that on the patient-sibling relationship 
came from the psychiatric case histories. There was, in 
addition, some material on other significant relatives in the 
family which came equally from the psychiatric case histories 
and the social work recordings. 
In five families it was clear that the family equilibrium 
was disturbed. In families K, 0 1 and P the total family equi--
librium was seriously threatened by the patient's illness and 
hospitalization: 
In the K family, the mother, who had had many difficulties 
in the past, became openly psychotic herself when the pa-
tient became ill. The adjustment of the father, who had 
lost his sight ten years before as a result of an accident, 
became threatened due to the illness of his wife and that 
of his daughter, to whom he had a very close relationship. 
He found it very hard to let go of his daughter and accept 
the hospital's treatment program. However, he did get his 
wife into psychiatric treatment, while in the past he had 
never openly acknowledged that she had any problems. 
In family P, where there existed a sado-masochistic 
relationship between the parents, Mra. P became more emanci-
pated from her husband's control and became quite punitive of 
him: 
Mr. P returned to his business after the patient's hos-
pitalization and felt he needed his wife's help. Mrs. P, 
however, was so agitated about the patient's illness that 
she was allowed to remain near the hospital. Her symbiotic 
relationship with the patient continued, and her guilt re-
sulted in her blaming the hospital for her son's condition 
and in her threatening to remove him. Meanwhile the 
father, who had had a serious operation during the patient's 
illness, became so depressed and felt so badly about the 
way he had behaved toward his family in the past that he 
attempted suicide. Mrs. P encouraged him in his guilt. 
Another example of how the delicate balance of the family 
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can be upset is illustrated by the 0 case: 
Mr. 0 1 who had a paralyzing disease which made him 
dependent on his wife for phsyic~l care, became very con-
cerned and worried about his wife's depressed state. 
Mr». 0 felt the need to unburden herself but did not want 
to worry her husband unduly by confiding in him. She felt 
someone in the family had to be the strong one, but feared 
she would not be able to stand up under the strain of the 
patient's illness, the difficulties of her husband, and 
the behavior problems of the patient's sibling. She was 
co-operative to any suggestions the hospital made in 
regard to the patient, but she appeared to have written 
him off, turning her attention instead to her other son. 
There was no known change in the relationship between the 
father and the patient, who had been close in the past. 
In the other two cases (G and L) where it was clear that 
the family equilibrium was disturbed, schisms which had 
existed between the parents in the past in a more or less 
covert way carne out into the open and manifested themselves 
in disagreements between the parents as to what was best for 
the patient, and in increasing marital disharmony in general. 
In these cases the mother had actively secured the patient 
to her in the chronic situation; father G had had little 
interest in the patient during the patient's childhood and was 
a passive man, while father L had been away from home on 
business most of the patient's childhood. 
Mrs. L was a very dependent woman who wanted more under-
standing than her husband could give her. The father was 
very unsympathetic to her great anxiety about the pa-
tient's illness and said that if she continued to act like 
this, he would go sleep in the cellar. The patient denied 
that she was ill and put pressure on both of her parents 
to take her out of the hospital. The father, who felt 
guilty about having been away from horne so much during 
the patient's childhood, could not accept the fact that 
the patient was mentally ill and responded to her 
pressure by promising to take her home. The mother was 
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very concerned about the wild promises the father made 
to the patient and felt she could not discuss the 
patient's illness with him. 
In both the above cases shifts occurred in the father-
patient and father-mother relationships; the marital dis-
harmony increased, and the father became more concerned and 
involved with the patient than he had previously been. 
The following material deals with the interaction and 
problems of role adjustment in the parent-patient, the parent-
patient's sibling, and the patient-sibling relationships. 
In five cases (C, E, F, M, and N) there was no known 
change in the nature of the interaction between the mother 
' I 
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and the patient. I In several of these cases there was material' 
on either the mother's or the patient's reactions, but there 
was no material available on how this affected the interaction 
between them. Patient C had turned against his mother and 
left home eight years prior to his· admission when she II 
married a man he violently disliked. His mother, who lived II 
out of state 1 did not become involved in the crisis situation. 'I 
It thus might be assumed there was no change in the relation-
ship between them, although it was actually not known whether 
it was the mother's attitudes, financial difficulties, or 
other factors which kept her from coming to see the patient. 
Mrs. F, who was quite well-informed about mental illness, 
realized how sick her son wa~. The patient felt very badly 
about the concern he was causing his mother and guilty about 
54-
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her having to spend money on him. Mrs. M felt she had inter-
fered too much with the patient's life in the past, but it 
was unknown whether she became less controlling as a result 
of this realization. 
In cases A, H, I, and J, the symbiotic relationship 
which had existed between the mother and the patient in the 
chronic picture continued during the crisis situation. All of 
the patients appeared to be in a struggle to emancipate them-
selves, but nevertheless they could not separate themselves 
from their mothers. The mothers, too, could not "let go" of 
the patients, and their moods followed the patient's ups and 
downs. Mrs. J, for example, said she could not feel well 
again until her daughter was well. The situation was 
especially marked in the H case: 
As patient H became ill, he became very solicitous of his 
mother and worried about her health. He also feared some-
thing was the matter with himself. Mrs. H developed 
hypocondriacal symptoms and complained to her son about 
them. While the patient was in the hospital, the mother 
was extremely anxious, fearing he was getting worse. The 
patient's hostility toward his mother was only thinly 
disguised in his concern about her. Both got upset 
simultaneously. 
It can therefore be seen that in these cases the highly 
I' charged but ambivalent relationship between the mother and the 1l 
II 
patient, as well as the mother's anxiety about separation from 
the patient and her guilt about his illness, posed difficult 
problems in adjustment for both of them. However, the ways in 
which they sought to restore the equilibrium and to adjust 
I 
varied greatly. The following example shows the change in 
the patient's behavior and the way in which the mother, who 
could not tolerate his deviation from his former role, tried 
to get him back in line: 
Patient I, who had been a conforming child, became very 
rebellious after a few weeks of hospitalization and told 
his mother he wished she would leave him alone. Although 
the mother had expressed her guilt about having been too 
over-protective and controlling in the past, she tried to 
induce him to take his previous role by threatening not 
to visit him again. The patient would then quickly give 
in and apologize. 
In two of the cases where the mother and the patient had 
a symbiotic relationship, the guilt of the mother and her 
need to have the patient close to her resulted in her blaming 
the hospital for the patient's condition. In both of these 
cases, A and H, the mother's own needs were so great that she 
could not accept the patient's hospitalization and treatment, 
and she eventually removed the patient against medical 
advice. 
In cases B and ~there was maternal rejection, although 
in varying degrees. In case B there was a flare-up of con-
flict previously existing between mother and daughter, and 
the result was that Mrs. B said she had lost whatever affec-
tion she had had for the patient and didn't give a "damn" 
what happened to her. In case Q the patient's sibling was 
important for the maintenance of family equilibrium; the 
mother withdrew from the patient and turned more to her other 
child. In this respect she was like Mrs. 0 (discussed above 
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in the section on total family equilibrium). 
In one case a patient and his mother became closer for 
a while, but this seems to have been at the patient's 
ini tia ti ve : 
Patient D identified with his mother, who was also a 
patient at the hospital, and worried about becoming a 
chronic mental patient like her. He visited her fre-
quently during the earlier period of his hospitalization. 
Later he visited her less often and became more hopeful 
about the future. 
At the time of the crisis four fathers (A, C, F, and H) 
were out of the family picture through death or divorce. In 
two cases there was no known change in the father-patient 
relationship: father B, who had always been too absorbed in 
his profession to be concerned about his daughter, continued 
to feel or show little parental responsibility; in the E case, 
the patient had always been dependent upon his family and 
continued to receive great support from the interest and con-
cern his father showed in the crisis situation. 
Three patients, D, I, and N, became antagonistic toward 
their fathers during hospitalization. In all of these cases, 
the patient's attitude seemed to be an exacerbation of previo 
conflict with the father. Patient N blamed his father for his 
illness and thought his hospitalization was the result of his 
father's trying to get rid of him. Patient I became very 
hostile toward his father and claimed his father treated him 
like a six year old. Both fathers felt very guilty about the 
way they had behaved toward their sons in the past, but it was 
not known whether their behavior toward the patients changed 
as a result of their guilt. In case D, however, there was a 
fairly clear picture of the interaction between father and 
son and the shifts that occurred in their relationship: 
Patient D felt his father was responsible for his mother's 
illness and felt his father did not understand him or his 
mother. He had violent outbursts against his father when 
the father came to visit. After several months of hos-
pitalization, the father became pessimistic about the 
patient's progress and phoned the hospital to receive per-
mission not to visit any more. Toward the end of the 
patient's hospitalization, however, the patient could 
tolerate visits from his father and got along with him 
much better. The father tried to avoid pressing his 
views on the patient as much as he had in the past. 
Two fathers (G and L) who were out of the home or not 
interested in the patient during the patient's childhood have 
been mentioned earlier in this chapter under the section on 
the total family equilibrium as having become closer to the 
patient during the crisis situation. This shift in role was 
also evident in the J case. Mr. J became very controlling, 
trying to get as closely involved in his daughter's treatment 
as possible. In two other cases, Q and M, the father seemed 
to move closer to the patient although the shift in role did 
not seem to be as great as in the above cases. Both of these 
fathers were more upset about their sons' illnesses than were 
the mothers. For example, 
Mr. Q was more upset about the patient's illness than his 
wife was and visited the patient more than the mother did. 
He paralleled himself to the patient, saying he had had 
rivalry with an older brother himself when he was young, 
and that like the patient, he had been withdrawn. 
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As mentioned earlier, there was generally little material 
available on the relationship between the parents and the 
patient's siblings during the crisis situation. However, 
there were two cases (0 and Q) where siblings were important 
for the maintenance of the family equilibrium, and these cases 
have already been discussed. In addition, three mothers 
(F, J, and M) and one father (M) became concerned about their 
other children, but unlike mothers 0 and Q, they did not 
withdraw from the patient. Mrs. J worried about her tendency 
to spoil the patient's sibling since the patient's hospitali-
zation, and was also concerned about how the patient's illness 
would affect this other child. Mrs. M became concerned about 
her relationship to her oldest daughter, who wanted more 
independence than Mrs. M could tolerate. Both Mr. and Mrs. M 
worried about how the patient's illness would affect this 
daughter as well as the patient's younger sister. Mrs. F 
was concerned that the patient's illness would affect her 
other son's opportunity to go to college. She felt she 
should be careful about the amount of money she spent for the 
patient's hospitalization as her other son would be needing 
her financial help. 
In only three cases was the patient-sibling relationship 
at the crisis known. Patient F felt very guilty about having 
teased his younger brother in the past, and because of the 
cost of the hospitalization, he felt he had ruined his 
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brother's chance to go to college and to become a success in I 
life. In cases A and N, mental illness occurring in siblings 
seemed to be among the precipitating factors in the patient's 
illness. Patient A became threatened by the illness and 
hospitalization of an older sister who had been able to 
shield him somewhat from the control of the mother. One of 
patient N's brothers was admitted to a mental hospital for a 
severe depression a few months before patient N himself be-
came ill, and this was very threatening to him. 
Significant Relatives 
In five cases relatives who had been important to the 
patient or the family in the past were mentioned as being 
significant in the crisis situation. 
In case B the patient's sister's father-in-law arranged 
for her first hospitalization and her transfer to McLean, 
accompanying the patient. The patient's parents had left on 
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a vacation trip when she was first hospitalized. II 
In case C the uncle who had been significant to the 
1
1 
patient in the past and who had paid for his previous hospitall 
ization, paid for the current hospitalization. I 
In case H the mother, who had been living with the pa-
tient, returned to live with her sister and brother-in-law 
when the patient was hospitalized. The mother's relationship 
to these relatives seemed both gratifying and frustrating at 
the same time, in that she was grateful to them for taking her 
I 
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in and paying for the patient's hospitalization, yet resented 
her dependence upon them. 
Mrs. P, who had turned to her two sisters for support 
during the patient's first hospitalization, again became 
very upset and agitated when the patient was re-admitted and 
again went to live for a while with one of her sisters. This 
sister paid for the patient's hospitalization and also loaned 
a considerable amount of money to the patient's parents. The 
patient's father was unable to carry on his business because 
of a serious illness. 
Patient L became ill while living in the home of her 
brother-in-law. He felt she should return to her parent's 
home, and this upset her further as she had transferred to 
him a paternal attachment. The brother-in-law then con-
sulted the family doctor, who referPed the patient to a 
psychiatrist. When hospitalization was recommended, the 
brother-in-law accompanied the patient to the hospital. Later 
he notified the Social Work Department that he was worried 
about his mother-in-law, as she was being utterly rejected by 
her husband. 
61 
CHAPTER VI 
CASEWORK WITH FAMILIES IN RELATION TO PROBLEMS OF 
INDIVIDUAL ADJUSTMENT AND FAMILY INTERACTION 
In fifteen of the seventeen cases included in this study, 
family members were seen in casework. In case C the patient 
had had little contact with his mother, who lived in a dis-
tant state, for eight years, and she did not come East upon 
his hospitalization. In case B the family also lived in a 
distant state and showed little concern about the patient's 
illness and hospitalization. 
Table 15 shows the length of hospitalization, the resi-
dence of the parents, and the number of casework interviews 
for each of the fifteen cases in which one or both parents 
were seen by the Social Work Department. Letters and tele-
phone calls, which were other types of contact the social 
workers had with some of these families, are not included in 
the table. As can be seen from the table, both father and 
mother were seen in ten cases. In cases A, F, a~d H only the 
mothers were seen as the fathers were dead. In cases D and 
K only the fathers were seen; both mothers were psychotic, 
one being a patient at McLean Hospital, and the other being 
under the care of a private psychiatrist out of state. 
The table gives only the number of interviews which took 
place during the patient's hospitalization. In two cases 
parents were seen either before or after the patient's 
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TABLE 15 
CASJ<::WORK WITH FAMILIES: NUMBER OF INTERVIEWS 
i, 
i' Case Approximate Length of Residence Approximate Number of Casework Interviews 
' ' Hospitalization {Months) of Parents Father _Mother Joint " ,, 
'I 
A 3 Massachusetts 0 9 0 l1 
I! 
-D 14 Outside u.s. 6 0 0 " I' ,, 
E 1 Outside New England 1 0 3 
I' 
I 
F 1 Massachusetts 0 1 0 
li 
G 11 Massachusetts 22 43 0 
H 2 Outside New, England 0 8 0 
I 3 Massachusetts 1 6 4 li q 
J 20 Massachusetts 17 28 0 ji 
7 Outside New England 5 1! K 0 0 
L 1 Outside New England 0 4 2 
M 2 Massachusetts 3 2 0 
N 1 M9.ssachusetts 1 1 2 
5 
( 
0 - 1 Massachusetts 3 0 
p 20 ourr.c~e- ~~ ,,, Ev>gi<.H"'~ 2 20 5 
Q 2 Outside New England 0 0 ;l 
il 
!! 
I 
0' 
w 
il 
' i: 
" 
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hospitalization. In the G case, the mother was seen six times 
after the patient's discharge, while the father, who is still 
being seen, has had approximately twenty additional inter-
views. In the 0 case, the mother was seen three times after 
the patient left the hospital. 
As can be seen from the table, the number of interviews 
with individual parents ranged from one to forty-three, and. 
the study group thus included relatives in intensive casework 
treatment as well as cases in which the work was of a brief 
supportive nature. The length of the patient's hospitali-
zation seemed to be a factor in how much parents were seen; 
in cases G, J, and P, Where hospitalization ranged from eleven 
to twenty months, the parents were seen for more interviews 
than were parents of patients whose hospitalization was of a 
shorter duration. In some of the cases residence of the 
parents seemed to be a factor in the amount of casework 
service. About half of the parents lived outside of Massa-
chusetts and neighboring states. In two of these cases, H and 
P, the mothers moved in with relatives living closer to the 
hospital and were seen more often during the patient's 
hospitalization than were parents who did not take up tem-
porary residence hear the hospital. Other factors in the 
amount of casework contacts were the particular needs of the 
family members and their abilities to make use of the services 
offered, but these factors were difficult to identify as they 
were not usually spelled out in the records. Howevar, 
in cases D, K, and M, the workers mentioned that there 
were problems in seeing the relatives as they persisted 
in arriving at the hospital unannounced, without making 
appointments in advance. The workers therefore could not 
see the relatives as often as might have been possible. 
Relatives bring to the Social Work Department many 
types of problems, but the problems that fell within 
the scope of this study included only the following: the 
parent's reaction to the patient's illness, the parent-
patient relationship, the father-mother relationship, 
and the mother-patient's sibling relationship. In 
addition to working with the relatives in these areas, 
the social worker explained and interpreted the hospital's 
program and the patient's progress. In some cases the 
worker arranged to have the relatives sign coMmitment 
papers, helped relatives work out their finances, 
arranged with the relatives the patient's transfer to 
another hospital, and took up with them many other 
practical problems. However, these are discussed in the 
material presented below only if they tied in with prob-
lems of individual adjustment and family interaction. 
In fourteen of the cases the parents needed help 
in understanding and accepting the patient's illness 
,I 
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and in handling their reactions to the illness and 
treatment. Unlike these parents, Mrs. F was quite so-
phisticated about mental illness and realized how sick her 
son was. 
In all of the cases the relatives manifested 
anxiety and concern. However, the most prominent fea-
ture of the parental reaction was guilt, although it 
varied in intensity from case to case. Guilt was evi-
dent in all cases except F. Eight of the fathers and 
four of the mothers were able to verbalize their feelings 
of responsibility for the patient's problems, while in 
the remaining cases the social worker inferred guilt 
from the parent's behavior. Mr. G, who used to yell and 
scream at the patient, felt guilty about the way he had 
behaved in the past; Mr. I was guilty about having been 
too strict with the patient and felt this might have con-
tributed to the patient's illness; Mr. J felt he had not 
been so understanding of his daughter as he should have 
been; Mr. K felt he had contr:ll.buted to his daughter's 
illness by encouraging her masculine interests; Mr. L 
was guilty about having been away from home so much 
during his daughter's childhoo.¢1; Mr. M felt he had not 
been a good enough father to his son; Mr. 0 felt his de-
pendency on his wife had played a detrimental part in 
his son's development; and Mr. Q felt he and his wife 
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had been too over-protective of their son. 
Mrs. E wondered what she could have done wrong; 
Mrs. H and Mrs. I felt they had been too over-protective; 
and Mrs. M said she would not have interfered with her 
son's relationship to his girl friend if she had known 
this would make him ill 1 and she also feared her son 
had overheard her discussing her "perverse sexual im-
pulses" with her husband and that this had contributed to 
her son's illness. 
Parental guilt sometimes led to a denial of the 
seriousness of the patient's illness or to a denial 
of its emotional source. For example, in case Q the 
parents found it difficult to face the gravity of their 
son's condition and were inclined to lay stress on ex-
ternal factors, such as the teasing the patient had re-
ceived at the hands of his school mates. In the L 
case 1 the father at first denied that his daughter was 
ill 1 then attributed her illness to some physical 
cause. 
In cases I 1 M1 and N1 the parents were advised to seek 
treatment for the patient elsewhere, either for financial 
reasons or because it was felt that certain other facilities 
were better suited to the patient's needs. In these cases 
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the parents needed help with their reactions to the patient's 
illness in order to accept the recommendations of the hos-
pital. For example, Mr. and Mrs. M were so guilty that they 
needed to have their son in an expensive hospital, the cost 
of which they could not afford. Mrs. M, in fact, offered 
to work in the hospital as a switchboard operator if only 
her son could remain. The parents' guilt had to be handled 
by the social worker in order that they could accept the 
patient's transfer to a public hospital. 
In three cases the patient's illness re-activated in the 
parents certain of their unresolved conflicts. In two cases 
this and the extreme guilt of the parents led to interruption 
of the patient's hospitalization even though the parents 
were seen in casework. 
Prior to her son's becoming ill, Mrs. A insisted that he 
should show his manliness by terminating with bis psy-
chiatrist. He became so upset that he was hospitalized. 
During fuis hospitalization, Mrs. A continued to rant 
about his ther~pist. In casework Mrs. A proposed a num-
ber of schemes and plans, for example, that she would 
like to start an organization of volunteers to find jobs 
in the community for ex-patients. The worke.r went into 
these plans with her in some detail in an effort to 
channel her energies away from her son. However, her gull1 
was so extreme and she was so threatened by having two 
children in the same hospital that she finally removed 
the patient from the hospital against medical advice. 
Mrs. H, who was divorced, had been dependAnt on her 
sister and brother-in-law and had lived With these 
relatives throughout the patient's childhood. When the 
patient began to work after college, the mother moved in 
with him and put pressure on him to become very success-
ful. His failure to ~ucceed in his occupation and his 
illness represented to her her own failure to free her-
self from her relatives through his endeavors. Upon his 
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hospitalization, she again returned to live with her 
relatives. Her guilt about her contributions to her son's I 
illness and her fear that he was getting worse finally 
1 led to her transferring him to another hospital where he 
would be given electro shock therapy, which was not part 
of the treatment recommendations at Mc.Lean. 
Mrs. P had many of the same doubts about the hospital 
and treatment her son was receiving but was able to handle 
these through casework treatment. She began to see these 
feelings as irrational doubts of hers rather than as realities. 
Gradually she was able to face the fact that her son was 
mentally ill and that simply removing him from the hospital 
would not make him well. One speculation is that Mrs. P, 
through the positive relationship with the worker, was able 
to permit a greater distance between her and the patient. 
Because the worker was able to meet some of her dependency 
needs and relieve some of her guilt, the mother no longer 
needed to exploit the patient's dependency so completely and 
had less need to gratify herself through him. 
In three cases reactivated conflicts of the parents and 
their guilt had to be handled in order to improve the relation 
ship between them and the patient and in order that the 
patient's recovery could be facilitated. 
Mr. G was never satisfied with the progress his son made 
in the hospital and pressured him to greater achievements. 
Mr. G, who was a passive man, saw the patient as a re-
flection of his own deep-seated passivity and appeared ter-
rifietd. of this. He was also threatened by the patient 1 s 
therapist, who seemed to be playing the role of the good 
father, which he himself felt he had never been able to be 
to his son. The caseworker endeavored to give him a 
greater sense of participation in his son's treatment and 
to show him that as a parent, he was important in his 
son's development. Gradually, as he began to feel more 
adequate himself, he made some progress in accepting his 
son at his level of achievement. 
Mrs. G, dissatisfied with her marriage, had flung herself 
into her son's life, hoping he would make up to her 
everything her husband had failed to provide. In the 
hospital the patient appeared to be in a struggle to 
emancipate himself from his mother, and there was con-
siderable conflict between them. Mrs. G used the case-
work interviews to discuss her relationship with her 
husband and her son, and she became aware of her pattern 
of checking up on the patient, knowing full well that this! 
would provoke his anger and later make her feel guilty. , 
Gradually she was able to modify her behavior so that 
eventually there was less tug of war between her and the 
patient. 
The worker focussed on helping Mrs. J, who had a symbiotic 
relationship with her daughter, separate herself from the 
patient and allow her to grow up. Mr. J, who needed to have 
his daughter well in order to prove to himself he was not to 
blame for her illness, pressured her to "look normal." 
Gradually he was able to take some of the pressure off his 
daughter and to accept her at her own rate of progress, 
When some of Mr. K' s needs were met, he too was able to 
become less forceful and aggressive with his daughter: 
Mr. K became very upset when his visits to his daughter 
were restricted and when the doctors indicated they 
expected him to adhere to a "hands off" policy in relation 
to his daughter. This re-inforced his feelings that he 
was a destructive person, and he feared his daughter 
would become more independent and less responsive to his 
control. Finding in the caseworker a person who was I 
interested in him and who would listen to his ideas about I 
his daughter, he found it less necessary to attempt to co~ 
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trol the patient and to force upon her his ideas about 
how she should handle various aspects of her life. 
In six instances casework dealt directly or indirectly 
with the parent's problems or concerns about his spouse. In 
the G case, the marital conflict increased during the 11 
patient's hospitalization, and Mrs. G used the interviews to 
express her dissatisfaction with her marriage. Mr. 0 1 s chief 
concern was his worry about his wife's depressed state. He 
felt she needed the support of casework interviews and was 
grateful to the hospital for providing this service. Mr. E, 
who had himself been so upset at the patient's hospital!-
I 
zation that he developed a tremor of the hands, had one inter-~ 
view with the caseworker and then brought his wife in. His 
attitude seemed to be that he wanted her to get the same kind 
of help thB.t he had received from the caseworker. In two 
cases the social worker provided support to a parent whose 
relationship to his spouse was thrown into disequilibrium: 
Mr. K, whose wife had become openly psychotic when the 
patient became ill, was being pressured by his wife to 
keep a close watch over the patient and her treatment in 
the hospital. The father never talked directly about his 
relationship to his wife, but expressed his worry about 
her and his reaction to the pressure she exerted upon 
him. In coming to the interviews With the social worker, 
he seemed more motivated by a need for support in a crisis 
situation than by a desire to work on his relationship 
with his wife. In the last interview, he spoke about 
being less anxious and worried as his wife, who was in 
psychotherapy, was becoming better and was no longer 
putting so much pressure on him. 
Mr. L handled his daughter's illness by distancing him-
self from it emotionally and refusing to discuss it. He 
had no sympathy at all with his wife who was ver.y shaky 
and anxious and who needed support and reassurance to be 
able to tolerate the patient's symptoms and her own 
guilt. In the last interview, just before the patient 
was transferred to another hospital closer to home, 
Mrs. L asked the worker to follow up and arrange it so 
that she would have someone to talk with at the new 
hospital, since she could not discuss her feelings with 
her husband. 
In one case attention to the relationship between the 
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parents was crucial: 
Mr. P, who had a very bad temper and who had dominated 
intimidated his wife and the patient for years, made a 
suicide attempt during the patient's hospitalization. 
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He felt depressed about his physical health and guilty 
about the way he had behaved to his family in the past. 
Mrs. P agreed with his guilty feelings for a while, then 
in casework was able to see his need for treatment. She 
began to put pressure on her husband to enter treatment 
and finally was able to get him to accept psychiatric 
help. 
In three of the cases (J, M, and 0), the mothers took 
up with the social worker their concerns and problems with 
I 
with other children in the family. 
Mrs. P discussed the difficulty she was having with the 
patient's sister since the patient's hospitalization. 
She said she tended to give in to her and was afraid she 
was becoming spoiled. Mrs. J was also concerned about 
how the patient's illness would affect this child. 
1. 
I Mrs. M became very concerned about her relationship to herl 
seventeen year old daughter, who wanted more independence 1 
than Mrs. M could tolerate and who fought with Mrs. M 
just as the patient had done. Mrs. M felt her interfer-
ence with her son's life had contributed to his illness, 
and she began to worry that the same thing might happen 
to her daughter as had happened to the patient. Mrs. M 
was caught between her need to control and her fear of 
the consequences of her behavior for her children. 
In the case of Mrs. 0 1 who seemed much more motivated to 
work on her difficulties with the patient's younger 
brother than with the patient, much of the content of the 
interviews centered around the patient's sibling and long 
I 
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range plans for him. Like the patient, this boy evidenced 
many anti-social tendencies, and the mother was concerned 
about his mental health. 
In three cases (H, L, and P} relatives other than 
parents had contact with the Social Work Department. In the 
L case the patient's older sister and her husband became 
very concerned about the patient's parents. They worried 
about the depressed and anxious state of Mrs. L and were also 
concerned that Mr. L was not really accepting the patient's 
illness and might remove the patient from the hospital. 
Two of Mrs. P 1 s sisters were interviewed from time to 
time, especially when the mother was home in a distant state 
and could not come for interviews herself. These relatives, 
who were in frequent touch with the mother, shared with her 
the content of their interviews in relation to the patient's 
progress. 
In case H, the mother's sister and brother-in-law, with 
whom the mother lived during the patient's hospitalization, 
were seen in casework interviews several times. The content 
of these interviews was unknown as the recording was not 
available at the time this study was in progress. 
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CHAPTER VII 
SUMMARY AND CONCLUSIONS 
Method 
A study was made of seventeen single schizophrenic 
patients and their parental families. The social background 
of these families and their patterns of interaction both in 
the past and during the crisis situation were investigated 
for the purpose of obtaining a clearer understanding of the 
meaning of the patient's illness for the relatives and their 
problems of individual adjustment and role relationships as 
a result of the patient's illness. One section of the study 
dealt with casework with these families in order to get a 
picture of how the family needs were currently being met. 
These families were studied from the viewpoint of learning 
more about their characteristics and needs in order that 
better services may be offered to families, rather than from 
the viewpoint of ascertaining the etiology of the patient's 
illness. The study is also a reflection of the current 
thought that attention to the families of mental hospital 
patients may open up a new range of therapeutic possi-
bilities from the viewpoint of the patient's treatment. 
Only those patients who were admitted after January 1, 
1957, who were under age thirty at the time of discharge, who 
were discharged between October 1, 1958, and September 30, 
1959, and who spent a minimum of three weeks in the hospital 
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were included in this study. Three cases which met the 
above criteria but had been re-admitted to the hospital 
at the time this study was in progress were arbitrarily 
dropped. Cases were ihcluded in the study whether the 
family was seen in casework or not. 
The sources of material for the study consisted of 
psychiatric case histories, social work summaries, psycho-
logical testing reports, nursing reports, and data obtained 
from interviewing social workers in those instances where 
their recordings were not yet available. 
Personal and Social Characteristics 
and Psychiatric Treatment 
Thirteen of the patients were males and four were 
females. In age they ranged from fifteen to twenty-eight 
at the time of admission, but thirteen of the patients were 
twenty-four and under. The age range of the patients' 
fathers was forty-five to sixty-five, while that of the 
mothers was forty-two to fifty-eight. Ages were unknown for 
I. 
four of the fathers and five of the mothers, while three of the I 
fathers but none of the mothers were deceased. 
Three of the fathers, one of the mothers, and one of 
the patients were foreign born; the rest of the subjects 
were born in the United States. Fourteen of the patients and 
half of the mothers and fathers were living in Massachusetts 
or neighboring states at the time of the patient's admission, 
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while the rest of the patients and their parents were re-
siding outside of the New England area. Seven patients were 
living with their parents, and five were living at school or 
college; the rest were living alone, with friends, or with 
other relatives prior to their admission to the hospital. 
Fourteen of the patients were in high school or college 
at the time they were admitted to the hospital. The other 
three had graduated from college and were working when they 
required hospitalization. In the majority of the case, one 
of the manifestations of the patient's illness was an in-
creasing inability to perform adequately in school or at 
work. Nearly half of the fathers were very successful 
business executives and professionals. Most of the other 
fathers were moderately successful operators of small busi-
nesses, salesmen, and store managers. Only two of the mothers 
had an income from their own endeavors; the rest were house-
wives. 
In twelve of the cases the parents were living together, 
while in the other five cases the homes had been broken by 
divorce or by death of the father. Only four of the patients 
were only children. Seven patients were the oldest and five 
were the youngest in their families. 
Originally it was planned to investigate the relation-
ship of the patient and his family to the community, but in 
only one or two cases was there material available in this 
area. Information in this area would contribute much to an 
II 
understanding of the interaction in the family; for example, 
serious conflict between parents and children can arise when 
the standards of the family differ markedly from those which 
the child meets outside the home. One would also need to 
know what happens to the family's relationship to the broader 
social environment in the crisis situation to fully under-
stand the meaning of mental illness in the family. 
The material on the patient's psychiatric treatment and 
hospitalization revealed some interesting trends. Twelve of 
the patients had had previous contacts with psychiatry before 
the current hospitalization. Of these, two had received 
psychotherapy but had never before spent any time in a 
mental hospital. Ten of the patients had had previous mental 
hospitalizations, and nine of these had received psycho-
therapy on an ambulatory basis at some time. 
Only one patient was referred by someone outside the 
psychiatric field, and this was by a pediatrician. The re-
maining sixteen patients were referred in approximately 
equal numbers by their therapists, private psychiatrists 
consulted for evaluation, college psychiatrists, and other 
mental hospitals or hospitals with psychiatric sections. 
Length of hospitalization ranged from three weeks to 
twenty months, but the majority of the patients were in the 
hospital three months or less. Ten of the patients received 
psychotherapy while in the hospital; those patients who did 
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not were generally those who remained in the hospital three 
to six weeks, which is the evaluation period. 
A little less than half of the patients returned to the 
community upon discharge. Nine were discharged to other 
institutions for the care of the mentally disturbed. Finan-
cial difficulties and the parents' emotional need to seek 
other types of treatment for the patient or to have him 
closer to home were factors operating in seven of the trans-
fers to other institutions. 
Patterns of Family Interaction and Casew~ 
The main source for the material on the chronic picture 
of family relationships was the psychiatric case histories. 
However, a complete family diagnosis was available in few 
cases. In general there was more information available on 
the parent-patient relationship than on any other relation-
ship. In only about half of the cases was there ~ fairly 
adequate amount of material available on the parents' marital 
relationship and the relationship between the parents and the 
patient's siblings. The lack of material on the total family 
interaction, the fact that the data ranged from descriptive 
statements to psychiatric evaluations, and the uniqueness 
of each relationship made it impossible to categorize the 
total family patterns in a systematic way. 
In only five cases was there enough material available 
to provide a picture of the family equilibrium as a whole 
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during the crisis situation. In the remaining cases, the 
father-patient and mother-patient interaction tended to stand 
out more clearly. In some cases, however, all that was 
available was a parent's reaction to the patient's illness, 
and how this affected the interaction between them was un-
known. In only five cases was there any data on the nature 
of the parent-patient's sibling relationship, while in only 
three cases was there material on the patient-sibling 
relationship. 
When material was available on the total family equilib-
rium in the crisis situation, it came from the social work 
recordings, as did the material on the parent-patient's 
sibling relationship. Material on the parent-patient inter-
action came about equally from the social work rec·ordings and 
the psychiatric case histories, while the material on the 
patient-sibling relationship came from the psychiatric 
history. However, it is difficult to tell from the small 
number of cases studied whether this distribution of in-
formation is typical of the sources. 
One would expect that over the course of hospitalization 
the staff gradually learns more about the past and present 
significant relationships of the patient. Such material, 
and especially information on the current family situation, 
tends to appear in the social work summaries, providing the 
family is seen in casework. It would seem, however, that in 
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many instances there is more information available on families 
than gets into the records of the various disciplines within 
the hospital. Time and practical problems seem to play a 
role in this. Undoubtedly much of this material is used in 
planning for the patient and is passed on verbally to other 
members of the staff who need this information because of 
their particular involvement with the case. This system 
may work quite well for practical purposes, but it does not 
adequately serve the purposes of research. If hospitals 
are concerned with developing the therapeutic possibilities 
of working with families, they will need to accumulate more 
systematically, and in frameworks1 designed for the purpose, 
certain types of information on the family. In addition to 
aiding the treatment of the patient, such material can be of 
use in serving the families themselves and in adding to our 
general fund of knowledge about family relationships under 
these circumstances. 
The chronic picture of the nuclear family, as revealed 
in the records available for this study, shows several 
interesting trends. Often both parents seemed to have failed 
the patient, but for different reasons or in differ.ent ways. 
In seven of the cases there was an ambivalent, highly charged 
1 Rapoport proposes such a framework for the systematic 
study of the family. Op. cit., pp. 53-62. 
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symbiotic relationship between the mother and the patient. 
Five of these. patients were male, and two were female. In 
these cases, the mother seemed to have needed to attach 
the patient firmly to her in order to complete her own life, 
giving the patient little chance to assert himself. In all 
of the above cases, the mother had the major responsibility 
for rearing the children, but she was not always the dominant 
one in the marriage relationship. In about half of these 
cases, the father was dominant, while in the other half he 
was out of the picture through death or divorce during the 
major part of the chronic situation. 
In another group there were three cases in which the 
patient felt closer to the mother and seemed to have a better 
relationship with her than with the father, but she had not 
taken active measures to attach the child to her as far as 
was known. In all of these cases the father was seen as a 
strict and frightening person to the patient. The marriage 
relationship was stormy and unhappy in two of these cases. 
Two patients, one male and one female, had a closer 
relationship with the father, who was over-protective, than 
with the mother, while two other male patients might have 
been classified in this group had more been known about 
these cases. In three out of these four cases the marriages 
were satisfactory as far as was known, and the father tended 
to be the dominant figure in the household. 
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Finally, there were three patients who did not have a 
close relationship with either parent. Two of these pa-
tients suffered .from a lack of both ".fathering" and "mother-
ing," while the third was very rebellious toward his parents, 
both of whom attempted to subjugate him to their whims. 
When the above findings are related to those of other 
studies, there are some interesting comparisons. Tietze, 2 
who studied twenty-five mothers of schizophrenic patients 
and the roles which they played in the .family group, found 
that the mother was generally the dominant figure in the 
household, whether she ruled the family by overt domination 
or by more subtle methods. The fathers were either passive 
or out o.f the home much of the time due to their occupational 
interests, with the result that the responsibility for 
raising the children was entrusted to the mother. Some of 
the parents in the present study, particularly those in the 
.first group above, would seem to compare with those in 
Tietze's study. However, she found that in none of the 
cases where siblings existed was the patient his mother's 
favorite child, while one might assume from the symbiotic 
relationship between mother and patient that some of the 
patients in the present study were the mother's favorite. 
An interesting characteristic o.f about half of the 
2 Trude Tietze, "A Study o.f Mothers of Schizophrenic 
Patients," Psychiatry, vol. 12 (February, 1949) PP• 55-66. 
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fathers was that they were aggressive, driving men who were 
absorbed in their businesses. They were described as being 
"rigid and controlling," "domineering," or "strict." Many 
of them were absent from the home much of the time during 
the patient's childhood. They were dominant in the marriage 
relationship, which was stormy and unhappy in some cases. 
None of the patients were close to these fathers, although 
some of the patients were close to the mothers. 
3 Lidz, et al., studied a group of fathers of schizo-
phrenic patients and found five somewhat overlapping groups 
into which these fathers could be placed. From what was 
known about the personalities of the fathers included in the 
present study and their roles in the family, some of them 
fall into certain of the groups outlined by Lidz. For example, 
he described one group of fathers who were rivals with their 
sons, behaving like jealous older siblings. These fathers 
belittled their sons' efforts and undermined their self-
confidence. They took no responsibility for raising the 
children, but interfered with their wives' efforts at mother-
ing. There was great tension in the home as a result of their 
inconsistent behavior and temper outbursts. Some of the 
dominant fathers noted above seem to fall into this group, 
while some might be grouped with certain other fathers des-
cribed by Lidz who were aloof and physically distant from 
3Theodore Lidz, Alice R. Cornelison, Stephen Fleck, 
and Dorothy Terry, "The Intrafamilial Environment of the Schi-
. , ~~_g~c~r![MJ-!~~~~~~~e ~c~c:~eJ:'~'~!sychiatry, Vol. 20 (Novem-" 
their children. These fathers needed their wives as adulatory 
admirers, with the result that the mothers could not give 
much attention to the children, or, on the other hand, felt 
their husband's distance and thus tried to complete their 
lives by attaching the children to them. 
Another group of fathers described by Lidz were passive 
in the home, demanding little for themselves and permitting 
themselves to be excluded from the mother-child relationship. 
They offered weak models to their sons, who felt that the 
father had abandoned them to the mother's whims. Three of 
the fathers in the present study seem to fall into this 
group. 
Bowen4 found some constant relationship patterns within 
the triad composed of the father, the mother, and the schizo-
phrenic son or daughter. The parents in the group he 
studied were separated by emotional divorce which was 
sometimes re-inforced by physical distance. The fathers 
generally devoted themselves entirely to business, while the 
mothers had the complete charge of the home and the children. 
Tn the present study, the absence of the fathers from the 
home was notable. Most commonly in Bowen's study the mother 
had an intense relationship with the patient, and the father 
was either excluded or allowed himself to be eKcluded from 
the close relationship between the mother and the patient. 
4 
Bowen, op. cit •• 
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An examination of the patient-sibling relationship in 
the chronic situation revealed an interesting trend. Of the 
thirteen patients who had siblings, only one patient was re-
ported to have had a close relationship with his sibling. In 
seven cases much rivalry and fighting between the patient and 
his sibling was noted. These findings are at variance with 
those of Tietze, who found that the child who later became 
schizophrenic tended to form a close and dependent relation-
ship to the next older or younger sibling. 5 
In eight cases there were significant relatives in the 
chronic situation, and in all of these cases except one 
the relatives served to some extent as parent substitutes 
~or the patient. I 
In five cases the total family equilibrium was seriously II 
threatened by the crisis of the patient's illness and hos-
pitalization, or family schisms were intensified. Two of 
these families were marked by increasing marital disharmony 
in general and by disagreements between the parents as to 
what was best for the patient. In these cases, the fathers 
had shown little interest in the patients in the past but 
became closer to the patient in the crisis situation. This 
shift in role seemed to be related to their guilt about the 
way they had behaved to the patient in the past and to un-
! 
I 
I 
I 
resolved conflicts of their own which were revived as a resul tf 
of the patient's illness. In the other three cases where the 
5Tietze, op. cit., p. 60. 
total family equilibrium was seriously threatened, there was 
not increasing hostility between the parents, but rather each 
parent had acute problems in adjustment as a result of the 
patient's illness. The situation was so difficult for one 
mother that she withdrew from the patient and turned to her 
other son. 
Regarding the mother-patient relationship, in the re-
aaining cases it was found that where the mother and the 
patient had had a symbiotic relationship in the past, the 
mother had a difficult time handling her o~n guilt and anxiety I 
about separation from the patient due to his hospitalization. II 
These mothers found it hard to nlet go" of the patient; two, j 
in fact, removed the patient from the hospital. The patients 
in this group appeared to be in a struggle to emancipate 
themselves, but nevertheless could not separate themselves 
from their mothers. In two cases there was maternal rejection 
of the patients, although in varying degrees. One of these 
mothers withdrew from the patient and centered her attention 
on her other son, while in the other case conflict which had 
II existed between mother and daughter in the chronic picture 
·1 culminated in the mother's rejecting the patient completely 
in the crisis situation. In five cases there was no material 
·1 available on the mother-patient relationship at the crisis 
I 
situation. In several of these cases the mother's reaction 
was known, but one could only speculate about how this 
i II 
., 
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affected the interaction between them. 
Four fathers were out of the family picture at the 
crisis situation through death or divorce, while in two 
cases there was insufficient material available on the na-
ture of the father-patient relationship. From what was 
known, there was no change. Three patients became antagonis-
tic toward their fathers during hospitalization. In these 
cases the patient's attitude seemed to be an increase in 
previous conflict with the father, rather than a new 
development in the relationship. The father's reaction to 
the hostility was unknown. Three fathers became closer to 
their children in the ccrisis situation than they had been in 
the past. 
There was generally little material available on the 
relationship between the parents and the patient's siblings 
during the crisis situation. However, several parents be-
came concerned about their relationships with their other 
children and worried about the effects the patient's illness 
and hospitalization might have on them. 
In only three cases was there any material on the 
patient-sibling relationship at the crisis situation. One 
patient felt guilty about the way he had behaved to his 
brother in the past, while in two other cases mental illness 
occurring in siblings seemed to be among the precipitating 
factors in the patient's illness. 
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In five cases relatives were important in the crisis 
situation to the patient and/or the family. In the two 
cases where the family did not become involved in the crisis 
situation, relatives arranged the hospitalization or made 
it possible for the patient by financing it. In two cases 
the patient's mother turned to her sister for emotional 
support and also moved in with the sister and her husband. 
The nature of social work with the families as it 
related to individual adjustment and family interaction was 
also investigated. In ten cases both the father and the 
mother were seen in casework, and in another five cases 
either the father or the mother was seen, but not both. In 
two cases parents were not seen at all because they did not 
become involved in the crisis situation. The number of 
casework interviews with individual parents ranged from one 
to forty-three. Length of the patient's hospitalization and 
residence of the parents seemed to be factors in the duration 
of casework service. 
Problems which fell within the scope of this study 
included the parent's reaction to the patient's illness and 
hospitalization and the parent1.s problems in his relationship 
with his spouse, the patient, and other children in the 
family. All of the parents except one needed help in under-
standing and accepting the patient's illness and hos-
pitalization, and in handling their reactions to the crisis 
I 
I 
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situation. All of the parents manifested some degree of 
guilt, but twelve were able to verbalize their feelings of 
being responsible for the patient's illness and their 
feelings of being inadequate as parents. They needed help 
with these feelings in order to feel more comfortable and 
to make an adjustment to the crisis situation. In some 
cases attention to the parents' problems was necessary in· 
order for them to carry out the recommendations of the hos-
pital to seek treatment for the patient in another institu-
tion. 
In some cases unresolved conflicts of the parents were 
re-activated to such an extent that they presented serious 
obstacles to the patient's therapeutic program. In two 
cases such parental problems were so extreme that they 
resulted in the patient's removal from the hospital in 
spite of casework service; in other cases, however, the 
I 
I, 
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casework relationship was a factor in preventing interruption I 
of the therapeutic relationship between the patient and the 
hospital. Attention to the parents' neurotic needs and 
conflicts led to an improvement in some of the parent-
patient relationships. 
Some parents were especially in need of help because 
the total family equilibrium had become so upset as a result 
of the patient's illness and hospitalization that they could 
not turn to their spouses for support and understanding. 
'I 
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Casework sometimes dealt directly or indirectly with the 
marital relationship and with the problems or concerns a 
parent had in relation to the patient's siblings. 
In spite of the gaps in the areas of information sought 
II 
by this study, it has indicated that there is often a crucial 1 
relationship between treatment of the family and treatment 
of the patient. It was seen that the impact of current 
family relationships on the patient is often savere 
and that changes in the structure and functioning of the 
family as a result of the pati~nt's illness are sometimes 
such that the family members are in need of attention them-
selves. Further studies need to be done in these areas, 
for as Clausen and Yarrow have stated: 
I 
! 
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Almost no systematically collected data exist to permit 
an analysis of what happens within the family group when 
a member develops a mental illness. There is relatively 
little information about the meaning of this kind of 
experience for the family and the nature of the family- j 
patient and family- "other" interactions during the 6 j, 
period of symptomatic behavior and hospitalization. _-- "''t~' 
c ~ ., I 
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Clausen and Yarrow, op. cit., p. 6. 
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APPENDIX: SCHEDULE 
I. SOCIAL BACKGROUND OF PATBNT AND FAMILY 
Following items for patient, .,.rents, patient's siblings, and 
significant relatives: 
Age at Admission an:l Birtbdate 
Sex 
Birthplace 
Residence 
J:a.ving Arrangement 
Education 
Occupatim 
II. PATIENT'S ADJUSTMENT PRIOR TO ILLNESS (INCLUDING PREVIOUS TREATMENT) 
AND DESCRIPTI<l'l OF ILLNESS 
III. PATTERNS OF INTERACTION AND ROLE RELATIONSHIPS WITHIN THE FAHILY 
Ao Father-mother 
Chronic 
Crisis 
B. Father-patient 
Chronic 
Crisis 
c. Mother-patient 
Chrcmic 
Crisis 
Do Patient-siblings 
Chronic 
Crisis 
E. Father-patient's siblings 
Chrcmic 
Crisis 
F. Mother-patient's siblings 
Chronic 
Crisis 
G. Significant Relative-family 
ChraliC 
Crisis 
IV.RELATIONSHIPS OF THE PATIENT AND THE REST OF THE FAMI:LY TO THE 
COMMUNITY (found not to be useable). 
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V • C~NICIL MAT3RIA.L ON PATIENT 
A~ Source of referral 
B, Diagnosis (type of Schizophrenia) 
C, Treatment 
D, Date of admission 
E. Date of discharge 
Con::lition at time of an:! reason for 
VI. SOCIAL WORK WITH THE FAMILIES 
A. Which family members were seen or not seen, an:! reason 
B. Frequency and duration of interviews 
C. Content of casework in relatioo to jroblems !:If' individual 
adjustment and family interaction 
II 
II 
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